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VA TELEHEALTH DURING AND BEYOND
COVID-19: CHALLENGES AND OPPORTUNITIES
IN RURAL AMERICA

WEDNESDAY, JULY 29, 2020

U.S. SENATE,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The committee met, pursuant to notice, at 2:03 p.m., in room SD-
G50, Dirksen Senate Office Building, Hon. Jerry Moran, Chairman
of the Committee, presiding.

Present: Senators Moran, Boozman, Cassidy, Rounds, Tillis, Sul-
livan, Blackburn, Loeffler, Tester, Brown, Blumenthal, Hirono,
Manchin and Sinema.

OPENING STATEMENT OF CHAIRMAN MORAN

Chairman MORAN. Good afternoon, everyone. The committee will
come to order.

We are here today in this hearing to discuss the Department of
Veterans Affairs’ use of telehealth as a modality to deliver care to
veterans, especially those in parts of America that are rural, highly
rural, or Tribal lands.

For my entire time that I have been a Member of Congress, 1
have been a proponent of telehealth as a way to deliver care to vet-
erans and, in fact, to all patients, particularly those in Kansas, and
especially those who live in rural areas. It has great potential.

Currently, we see these capabilities being utilized for an even
greater share of veterans due to the pandemic of COVID-19.

COVID-19 has unexpectedly accelerated the process of expand-
ing the VA’s use of telehealth. In recent years, the VA had ad-
vanced its capabilities, but in the spring of this year, as the coun-
try and the VA prepared for the anticipated spread of the novel
coronavirus, telehealth was often the only safe option to provide
care.

The consolidation of resources at VA medical centers, postponing
non-urgent in-person care, and restrictions placed on referrals to
Community Care fueled a more widespread use of telemedicine.

As we continue to move toward a new normal, it is essential that
the VA optimize the use of telehealth delivery where it works best,
build on the lessons learned where it can be enhanced, and recog-
nize the limits of its utilization.

Telehealth has great promise, and the unexpected expansion of
telehealth has yielded great knowledge in the last few months.
There are many times where it is practical for a veteran to see
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their provider through VA Video Connect or even through just a
conversation by phone. While this flexible and time-saving modal-
ity can be great in many ways, we know telehealth cannot entirely
replace the need for face-to-face medical appointments. This is true
as it relates to access to care in the community, and the VA must
ensure the full implementation of the MISSION Act to increase ac-
cess to Community Care is pursued.

The limitations of telehealth are also amplified for those living
in rural America or Indian Country. VA Video Connect only works
when you have a broadband connection at a certain speed. In many
parts of our country, that reliable broadband service simply is not
an option.

I am disappointed the VA chose not to participate in a recent lis-
tening session led by this committee with key stakeholders from
across the medical community, telecommunications industry, VSOs,
and other Federal agencies.

As of 2019, rural veterans make up approximately one-third of
VHA enrollees and are, on the average, older than their urban vet-
eran peers, tend to experience higher degrees of financial insta-
bility, and often live with a greater number of complex medical
health needs and co-morbidities.

Many veterans in rural America and Indian Country live prohibi-
tively far from VA facilities, which underscores both the need for
innovative solutions on how to reach them and the importance of
access to Community Care.

For rural and tribal veterans, the geographic barriers to VA care
often go hand-in-hand with poor or nonexistent connectivity to
broadband necessary for high-quality care via telehealth. I applaud
the VA’s outside-the-box thinking with regard to creative partner-
ships with the private sector and VSO community and the distribu-
tion of wireless devices to isolated veterans.

Additionally, I am interested in learning from our witnesses
today, the progress the Department has made on forming agree-
ments with telecommunications companies to provide subsidized
short-term internet access to rural veterans. This was a provision
I was proud to champion in the CARES Act in an effort to better
serve the mental health care needs of rural veterans, especially
during a time of social isolation during COVID-19, and look for-
ward to hearing the progress the VA has made on this front.

It is also important to note, in addition to skyrocketing numbers
of telehealth appointments, the VA has also been called on to fulfill
its Fourth Mission across 46 States, including my home State of
Kansas, as well as the District of Columbia, Puerto Rico, and the
Navajo Nation.

As we look forward to both the near-term needs and long-term
goals, the VA should make certain that the innovation of telehealth
is utilized in the most efficient and appropriate way.

I look forward to hearing from all of our witnesses today on these
challenges and opportunities and how we can work together to best
leverage this modality to address long-standing access to care
issues.

I understand that it has not been easy to adjust how the VA de-
livers care, especially at the rapid pace the COVID-19 pandemic
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has required. I thank the VA for its work, and I thank them for
being here today.
I want to yield now to my colleague, Senator Tester, who may
Ee in the Indian Affairs Committee, where I am also supposed to
e.

Senator Tester?

OPENING STATEMENT OF SENATOR TESTER

Senator TESTER. No. I have got a few minutes before either one
of us have to get there, but I want to thank you, Mr. Chairman,
for holding this hearing.

Chairman MORAN. Jon, we need greater volume.

Senator TESTER. Good God. That is always a problem, but I will
work on it.

I want to thank you, Mr. Chairman.

Chairman MORAN. I am glad we raised the volume and allowed
you to say that. I have never asked you to speak louder to me be-
fore.

Senator TESTER. Can you hear me now? I feel like an internet
provider.

Chairman MORAN. I can hear you now.

Senator TESTER. You can hear me?

Chairman MORAN. Yes.

Senator TESTER. Good deal.

Well, I will say it for the third time. I want to thank you, Mr.
Chairman, and I also want to thank our witnesses for being here
today.

VA’s recent efforts to expand telehealth options deserve a lot of
praise. The Department has prioritized the health and well-being
of its patients while working to keep its work force safe, and for
that, you need to be commended.

However, a 75 percent increase in daily telehealth appointments
as of May has not been without its challenges. Today’s hearing is
going to offer us an opportunity to take stock of where the VA is
now and to discuss further steps that can be made to improve the
care provided to veterans.

I want to hear directly from the VA, the Nation’s largest inte-
grated health care system, about the challenges that it is facing
and what it is doing to address them.

In Montana, many vets, especially those in highly rural areas,
are accustomed to virtual appointments, but we need to remember
that not all veterans have access to smart telephone technology or
reliable internet access. To address these technological short-
comings, I know the VA has conducted nearly 6 million more tele-
phone appointments with veterans compared to the same period
last year. What more can we be doing to make these visits more
valuable for the patients and the providers, and how are providers
coping with a change in practice? We need to ensure that VA staff
is supported and have the tools that they need to adequately care
for our vets.

We especially need management to work with employees in good
faith to hear what the folks on the ground think about virtual or
telephone care and what suggestions they have for improvement.
That effort by the VA leadership will pay off greatly, particularly
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when the health care system is experiencing increased demand and
has a staff at risk of burning out as the coronavirus pandemic con-
tinues to rate.

As VA begins to reopen certain service lines in some facilities, it
will be important to monitor the shift from telehealth appointments
to in-person appointments. Many veterans may still feel uncomfort-
able seeing their providers face-to-face and will want to continue to
utilize telehealth services. We need to make sure that that oppor-
tunity and the resources for that ongoing care are available.

And as hotspots and surges move from one location to another,
VA’s ability to expand and retract its telehealth capabilities will be
critical. Therefore, it will be important to monitor whether the
CARES Act funding is adequate to meet ongoing telehealth de-
mand or if the successor COVID packages will need to include ad-
ditional emergency funding to provide these services to veterans,
and we will need a good accounting of where the appropriated
funds are being spent in order to make informed decisions on a
path forward.

I want to again thank the Chairman, and I want to thank the
VA team for being here and being a part of this conversation. I look
forward to this hearing.

Chairman MORAN. Senator Tester, thank you very much.

We are going to take a pause. So we will stand in recess just for
a moment while we fix one of our own technical glitches so we can
hear our witnesses who are appearing virtually.

[Recess.]

Chairman MORAN. So the committee will resume its work.

Thank you, Senator Tester, for your comments, and let me now
introduce the witnesses from the Department of Veterans Affairs.

Dr. Kameron Matthews is the Assistant Under Secretary for
Health for Community Care, Veterans Health Administration. Dr.
Kevin Galpin is the executive director of Telehealth Services, Office
of Connected Care, Veterans Health Administration; Dr. Thomas
Klobucar, executive director, Office of Rural Health, Veterans
Health Administration; and Mr. Eddie Pool, the executive director,
Solutions Delivery, IT Operations and Services, Office of Informa-
tion and Technology, Department of Veterans Affairs.

I thank you all for being here in person or virtually by
connectivity, and we are grateful for your presence.

Dr. Matthews, I understand you are speaking for the group of VA
witnesses today instead of individual Statements from each of our
witnesses. As such, you are now recognized for 5 minutes to deliv-
ery your testimony.

STATEMENT OF KAMERON MATTHEWS; ACCOMPANIED BY
KEVIN GALPIN, THOMAS KLOBUCAR AND EDDIE POOL

Dr. MATTHEWS. Thank you so much, sir.

Good afternoon, Chairman Moran, Ranking Member Tester, and
distinguished members of the committee. I appreciate the oppor-
tunity to discuss VA’s telehealth activities during the COVID-19
pandemic.

I am accompanied today by Dr. Kevin Galpin, Executive Director
of Telehealth Services in the Offices of Connected Care; Dr. Thom-
as Klobucar, Executive Director of the Office of Rural Health; and
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Mr. Eddie Pool, Executive Director, Office of Information and Tech-
nology.

This is a transformational time in U.S. health care, accelerated
by the unprecedented challenge of the COVID-19 pandemic. VA is
proud to be leading the response to COVID-19 beside our Federal
partners. As a result of early proactive planning and the un-
matched dedication and resilience of the VA work force, we are con-
tinuing to deliver excellence for the more than 9 million veterans
who entrust us with their care.

In addition, we consider it a privilege to be the backstop to the
Nation’s health care system, serving veteran and civilian Ameri-
cans in 46 States and the District of Columbia through our Fourth
Mission, providing testing and supplies, and deploying more than
1,000 personnel in support of community facilities in areas of the
Nation most severely affected by COVID-19.

VA has been open throughout the pandemic for all in-person care
where clinical urgency rises above the risk of COVID-19, and we
are now expanding in-person services at more than 100 sites.

We are grateful for the opportunity today to discuss a key area
where VA’s early and proactive commitment to innovation and
health care delivery is paying significant dividends for those we
serve; that is, telehealth. VA has long been recognized as a na-
tional leader in telehealth, and together with our strategic part-
ners, we are rapidly advancing our vision to leverage telehealth to
enhance the accessibility, capacity, quality, and experience of VA
health care for veterans, their family members, and their care-
givers anywhere in the country.

Continued expansion and deep integration of telehealth into clin-
ical and technical operations is an essential element of our strat-
egy. Telehealth can make it easy and enjoyable for veterans to
partner with VA in optimizing health, and it can enhance the deliv-
ery of health care, enabling expert consultation, facilitating remote
management of acute and chronic conditions, and enhancing coordi-
nation of care.

VA’s early investment in virtual technologies, including our pa-
tient portal, My HealtheVet, provided a solid foundation for VA’s
agile and effective response to COVID-19. More than 60 percent of
primary care and mental health providers had already used video
telehealth prior to the pandemic, and VA delivered more than 2
million episodes of care through telehealth in Fiscal Year 2019,
with approximately a third of the veterans served living in rural
areas.

In a matter of weeks, at the beginning of this pandemic, that
solid foundation enabled us to increase video telehealth delivery to
veterans’ homes by more than 1,000 percent. We have delivered
more than 9 million additional virtual care interactions this year
over last year, and the numbers continue to grow.

Achieving this progress required strong cross-functional partner-
ships. The Veterans Health Administration and the Office of Infor-
mation and Technology have worked closely at all levels of the or-
ganization to address and stay ahead of the anticipated increase in
demand for virtual care. Our IT colleagues strengthen and enhance
the existing environment and are continuously monitoring and op-
timizing its performance. New and enhanced capabilities improve
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telehealth visit performance and quality, and new scalable options
expanded access, tripling the concurrent use of capacity of VA’s
video telehealth platform and enabling care delivery in a location
of a veteran’s choosing, such as at home.

Importantly, amidst the collective stress of this time, this capac-
ity has allowed VA to provide over 1.5 million telemental health
visits to more than 400,000 veterans so far this year. We want each
veteran to know that VA is here for them, that we will meet them
where they are, and that we believe in their resilience.

Expanded capacity has also advanced our other critical oper-
ations, including the tele-Intensive Care Unit program, which
brings remote monitoring and consultation to augment care teams
at the bedside of critically ill patients, and meaningfully, the bene-
fits of added technical capacity are not just clinical. This also en-
ables personal connectedness for veterans residing in community
living centers or even hospitalized to connect with loved ones.

VA has continued to work with Tribes and Indian Health Service
to develop standardized processes to ensure that veterans who re-
quire care among the various health care systems receive one co-
ordinated approach in getting the services they need in the envi-
ronment they choose. VA is planning a Tribal Consultation later
this summer with the Tribes to deploy the approved plan.

VA appreciates the continued support of Congress regarding tele-
health, including through the recent Coronavirus Aid Relief and
Economic Security Act, which provided the supplemental funding
needed for VA to invest in enhancing and expanding our systems
and technology.

Recent legislation such as the MISSION Act, which authorized
Anywhere to Anywhere telehealth, has also been pivotal to that ad-
vancement.

VA is committed to providing excellence for each veteran in our
care, even and especially during these unprecedented times. We
will continue to lead the way forward, and we are grateful for your
continued support, as it is essential to provide care for veterans
and their families.

This concludes my testimony. My colleagues and I are prepared
to answer any questions that you may have.

Chairman MORAN. Doctor, thank you very, very much, and thank
you to your colleagues for joining you.

I want to ask my question to Dr. Galpin, at least my initial ques-
tion.

Could you detail for the committee the amount of CARES Act
funding that has been spent to date on the total allocated for VA
telehealth services?

And in addition to that, I have been exploring with the VA for
several months now, the issue of the amount of money that was al-
located to the VA in the CARES Act, which gave the VA authority
to form agreements with telecommunication companies to provide
short-term complimentary internet services to rural veterans, and
generally, when I have those conversations—Ilet me get an answer
to your first question, and then I will follow-up with my second one
related to that topic. So total amount of money spent compared to
what was allocated under the CARES Act?

Dr. GALPIN.
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[inaudible]—providers during the pandemic. So far, since March
1st and through July 15th, we have spent over $69 million on
COVID-related requirements, of which $57.8 million came from the
CARES Act funding.

We have used that to provide over 30,000 4G-connected iPads to
veterans. For providers, we have bought 12,000 iPads, 24,000
webcams, 22,000 headsets, 10,000 speakers. We have expanded our
help desk. That was a big challenge for us early on. It was just the
amount of calls we were getting to the help desk as we expanded.
We practically quadrupled the staff there.

We are funding some research to make sure we learn from this
event, and we are expanding our telecritical care program with
that funding as well. So, yes, that has been critical, but the num-
ber, I think you are looking for is just over $57 million so far.

Chairman MORAN. $57 million so far out of the amount that was
appropriated which was what?

Dr. GALPIN. Ours was about $250 million. It included teleradi-
ology as well, and a large chunk of that was for the telecritical ex-
pansion, which we are just about to undertake.

Chairman MORAN. Thank you very much.

The second part of this question is, when I have raised these top-
ics before, I generally hear about iPads and Walmart. What I have
not found an answer to is, How did the VA utilize that provision
to create agreements with telecommunications company to provide
services to rural veterans?

Dr. GALPIN. Yes, it is a great question. Fortunately, we have an
office, a Strategic Partnership Office, and we have been working
really for a while now to develop partnerships with organizations,
with internet service providers or cellular providers to try and ex-
pandbconnectivity to veterans in rural communities, wherever they
may be.

In telehealth, we realized when we were trying launching our
Anywhere to Anywhere initiative that that was critical. We could
build these fantastic programs, but if a veteran cannot receive it
on the other end, it does not make a difference.

So we already have partnerships with T-Mobile, with Sprint
which is owned by T-Mobile, with Verizon, with SafeLink by
TracFone help support veterans. We are using VA Video Connect
to make data.

As you know, as you mentioned, we have partnerships with
Walmart, with veterans service organizations, and with Philips to
develop our ATLAS sites in rural communities where veterans do
not have internet access or therapeutic environment.

We have partnerships with Microsoft. Microsoft is helping us out-
line the areas in the country using both our data and FCC data
when we have a population of veterans that do not have access to
internet, and then they are going to help us go and identify addi-
tional partnerships to bring in Airband internet into those areas
and help with digital scaling.

Following the CARES Act, we did actually get some companies
from the committee who are interested in partnering with us. We
have met with those. A lot of them are interested in helping out
with the ATLAS program. I think that seems to be a real strong
concept that people want to support.
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The other area, which is great, is helping us co-promote the FCC
Lifeline program. FCC Lifeline is a program a lot of veterans qual-
ify for. We think it may be underutilized in the veteran population,
and so we want to make sure veterans get that benefit. It is a sub-
sidy of $9.25 a month for their internet or phone service, but if
they are in Tribal or Native land, they can get up to $34.25 a
month.

So we are trying to reach out to more partnerships. In the next
couple weeks, we are going to be releasing an RFI, Request for In-
formation, to go out publicly to look for other companies that want
to partner with us. We feel there is probably more people out there
than we have been able to identify so far that would like to help
out the scenario.

I mean, it is amazing. Honestly, since we started the work with
the Partnership Office, many companies are just absolutely ready
to say yes when we talk about supporting veterans in the digital
divide. It is an issue that people recognize really needs a broad coa-
lition and a lot of support.

Chairman MORAN. Thank you, Dr. Galpin.

Let me ask you. I assume that if I ask my staff to delve deeper
into the details of those partnerships, you and your team would be
cooperative in providing us that information.

Dr. GALPIN. Yes. We would love to collaborate with you and your
team on this. Again, this is a big issue and very important to us.

Chairman MORAN. Thank you for your efforts and your testi-
mony.

Let me ask just a question that is worth more than the time I
have. But, Dr. Matthews, can you explain how expanded telehealth
services will impact access standards for community care?

Dr. MATTHEWS. Sure. This was——

Chairman MORAN. Go ahead.

Dr. MATTHEWS. Sorry.

Chairman MORAN. You anticipated my question.

Dr. MATTHEWS. Yes. This was actually a very early conversation,
actually, that I had with Dr. Galpin and others in VA, how could—
how should, actually, we approach the eligibility standards.

Currently, telehealth, unfortunately, does not impact them, and
unfortunately, I mean, in the sense that it actually would take
some regulatory change, so we could not do really any quick
changes during the pandemic.

The idea is that telehealth is offered. If a veteran accepts that
care, it will, of course, be coordinated, but otherwise it does not af-
fect their eligibility. Eligibility is only determined by face-to-face
services at this point.

Chairman MORAN. Thank you very much.

When you say at this point, you are suggesting there is a change
coming?

Dr. MATTHEWS. There is always at least reconsideration. I think
you would expect us to continue to improve upon how we provide
access, and if telehealth—especially in specialty services is avail-
able and especially with our quality of care and when, of course,
it is clinically appropriate. I think there is always going to be con-
sideration that perhaps telehealth would be a major, meaning pri-
mary form of delivery. It could never replace face-to-face 100 per-
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cent. That is in no way the concept there, but perhaps initial con-
sultation, follow-up visits, and the like. So it would be actually as
the MISSION Act promotes more of an integrated platform with
face-to-face care in the community.

Chairman MORAN. Thank you. Senator Manchin?

SENATOR JOE MANCHIN

Senator MANCHIN. Thank you, Mr. Chairman. I appreciate it
very much, and thank you, Doctor, for being here.

I have introduced the HOTSPOTS bill, which would expand our
Government’s ability to purchase and distribute internet-connected
devices to libraries and low income in rural areas, and I encourage
my Senate colleagues really to look into this. And, hopefully, we get
this into the next package we are working on right now for the
COVID relief package.

So many rural areas, especially rural Appalachia, does not have
any connectivity whatsoever, but we have been able to hotwire, ba-
sically, a wireline into all rural libraries. This would allow—if a
hotspot could be given to a veteran, they would be able to connect
for telehealth. Right now, they cannot. All they are doing is audio
health.

So my question, can you give me a sense of where all these—you
spent $38.9 million, I am understanding, from the CARES Act on
telehealth initiatives and equipment for both veterans and pro-
viders. You all reported distributing more than 46,000 iPads to vet-
erans and providers for accessing and facilitating telehealth ap-
po(iintments and also reported an additional 22,000 iPads are on
order.

So my question would be, Can you give me a sense of where all
the devices are going? Are they all network-enabled? I want to
make sure that, hopefully, my State of West Virginia is getting its
fair share, and can you share a full report of where they have been
distributed?

Can anybody speak to that?

Dr. GALPIN. I can speak to that. I do not have that data with me,
but we have—we can get that breakdown for you after the hearing,
if Wde can take that back for the record as to where they are distrib-
uted.

Senator MANCHIN. Can you also determine where the VA tele-
health infrastructure resources are going and how you are helping
veterans with high-speed internet access? That is what we are hav-
ing problems with. There is no use to have an iPad if you have no
connectivity. So I hope you are looking at

Dr. GALPIN. Correct.

Senator MANCHIN [continuing]. the challenges that we have.
Whether it is rural West Virginia, rural Arkansas, rural North
Carolina, rural Kansas, wherever it may be, we have got problems,
and to get quickly to help these people, HOTSPOTS would be the
quickest way we can get them set up to something.

Dr. GALPIN. Yes. Let me provide some feedback on that. I think
that was a question about what we are doing. So let me go through
the broader list because you are absolutely right. This is a critical
issue for us, and it is impossible for us to deliver telehealth serv-
ices where there is not internet connectivity.
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There was an FCC report that was released last year that said
2.2 million veteran households do not have fixed or mobile
broadband internet.

Senator MANCHIN. First of all, if I can correct you on one thing.
We have proven the FCC maps are totally incorrect. They are to-
tally incorrect. That is why we are holding up some of their money
until they get the maps corrected. So I hope you are not working
off of their old maps because they have even agreed they are incor-
rect.

Dr. GALPIN. Well, I think irrespective of whether we are looking
at the maps, we recognize that this is a problem. I mean, for the
reason that you just described, when we talk to our providers and
get their satisfaction surveys back—we just had one from one of
our VISNs where they interviewed or got feedback from 1,600 pro-
viders, and one of the biggest challenges they face is the veteran
not having the internet or the equipment on their end. And that
is, again, why we launched an initiative to bridge the digital divide
for veterans.

I can tell you it is something we cannot do alone. I mean, this
is a huge issue, and the VA is not going to solve it alone. That is
why we need cross-administration, collaboration with Congress,
public-private sectors. There is a tremendous amount of work to do.

Senator MANCHIN. Well, I know you have all used solutions. One
of your solutions was offering veterans to use store for telehealth
options at places like Walmart, VFWs, American Legion halls
through the ATLAS technology. The idea is that since a veteran
does not have access to broadband at home, their local Walmart,
VFW, American Legion would have better broadband.

While it sounds promising, you have only opened six ATLAS sites
in five States, and unfortunately

Dr. GALPIN. That is correct. So

Senator MANCHIN. So what is the VA’s plan to expand these tele-
health sites?

Dr. GALPIN. So the ATLAS program, we think is very promising.
Again, that is a public-private partnership that we have been work-
ing on.

What we have done—and going back to your library concept—we
have created a scheduling package, a scheduling system so that we
can identify if there is an ATLAS site near a veteran. So we can
set up libraries via a set of sites, Walmart sites. Wherever we have
a therapeutic environment, internet connection, and veterans in
that area, we can establish this.

Now, we were beginning to open these sites, and we had a plan
to get, I think, 11 prior to COVID. We did temporarily shut them
down due to infectious disease concerns. We are now beginning to
open them back up. The first one that opened was in Eureka, Mon-
tana. The Walmart sites are expected to open up by mid-August,
and then we will continue on with the progression.

But we agree. I mean, this is a huge issue. We need to get the
services out there, and there is a lot of veterans that either do not
have the connectivity in their home or the home is not a thera-
peutic environment. And these type of ATLAS locations that can be
in their community, if not their home, would serve both needs.
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So this is a huge issue for us, and we are on the same page, as
we need to solve it.

Senator MANCHIN. Well, let me just say as a State with a high
percentage, one of the highest percentages of veterans, and a very
patriotic State like all of our States are, but West Virginia has a
very high percentage. If you want to try something and see if it
works, try West Virginia because if it will work in our hills and
mountains and valleys, it will work anywhere.

Dr. GALPIN. I appreciate that. Thank you.

Chairman MORAN. Senator Manchin, thank you.

I recognize Senator Boozman.

SENATOR JOHN BOOZMAN

Senator BooZMAN. Thank you, Mr. Chairman, and thank you all
for being here with your testimony.

I want to give you a pat on the back. I believe in Central Arkan-
sas, the VA there, it is up 1,000 percent, and the Veterans Health
Care System of the Ozarks, I think it is up approximately almost
4,400 percent in regard to their ability to do telemedicine. So they
truly are leading in the area, and we appreciate your support as
we go forward.

Senator Manchin was talking about the partnerships and things.
Dr. Galpin, in the areas where the partnerships exist, even though
there is not that many, are you seeing an increase in veterans
using VHA to receive their health care? Is it working in the areas
that are actually set up?

[No response.]

Senator BoozZMAN. Maybe our technology is not working.

Chairman MORAN. Dr. Galpin, are you there?

[No response.]

Chairman MORAN. Dr. Matthews?

Senator BOOZMAN. Yes.

Dr. MATTHEWS. I unfortunately cannot speak to numbers.

Dr. GALPIN. I do not know if anyone is having an issue, but we
have not heard the questions or any of the comments in the last
few minutes.

Mr. KLOBUCAR. I have not either.

Chairman MORAN. Can you hear now?

Mr. KLOBUCAR. I have not heard this time.

Chairman MORAN. Can you hear now?

Senator BoozMAN. It is the story of my life.

Dr. GALPIN. Yes.

Mr. KLOBUCAR. We got it now. We can hear now.

Senator BoozMAN. Okay. Good enough.

What I was saying was that, first of all, we have had a tremen-
dous increase in Arkansas. We are very proud of that. They are
doing a great job, and we just appreciate all that is being done in
that area.

Senator Manchin talked about the partnerships. We would like
to have more. In the areas, though, that we are actually doing the
partnerships, what are the results? Are we seeing a significant in-
creage in veterans using VHA as a result of that to get their health
care?

Dr. GALPIN. I think I can address that, that question.
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Senator BOOZMAN. Yes.

Dr. GALPIN. The partnerships for the past couple years have been
focused on getting more video telehealth services out to veterans,
and we had a strong program prior to this year. Last year, we did
over 2.6 million episodes of telehealth care to over 900,000 vet-
erans.

But what you have seen happen this year has been just incred-
ible growth with the pandemic. So already this year—and as we all
know, this year is not over yet—we have already done 3.6 million
episodes of care to 1.2 million veterans. We have seen our use of
Video Connect into the home, which is our platform that does de-
liver the video telehealth to the veteran. We have seen that grow
by about 2,000 encounters a day to over, now touching, 32,000 en-
counters a day. It is over 1,000 percent increase.

Fortunately, with the public-private partnerships, we have been
able to advertise. We have been able to purchase more equipment.
So we are seeing the growth out there. We are seeing that veterans
are adopting the technology.

We had some really nice feedback. The Veterans Experience Of-
fice just interviewed several veterans, about 43 in hour-long inter-
views. Overwhelmingly like telehealth, they prefer it over tele-
phone because it makes them feel more connected to their pro-
viders and more comfortable with the visit.

So I think we are getting the word out there. The public-private
partnerships have been critical in helping us communicate, to ad-
vertise, and again, getting the veterans some of the services that
they otherwise might struggle to get.

Senator BooZMAN. Right. So you are truly the industry leader in
the sense of doing telehealth and doing a great job. Your numbers
are way up.

I guess my next question—and you partly addressed it—but do
we have enough data? Do we have the metrics? Not just the—you
know, I like this on-the-phone type approach, but do we have the
metrics on telehealth services to know that the quality of care and
the outcomes of that care are better, worse, or equivalent to tradi-
tional in-person care?

Dr. GALPIN. Yes. There has been a good amount of research on
this. So when you look at an area that I think is really important
to us like telemental health, there is consistent research that
shows that the quality of the telemental health visit is equivalent
to care in person, and that crosses populations in the studies from
civilians to veterans.

We also have regular feedback from our veterans. So we do vet-
eran satisfaction surveys to see how their experience is, and that
is a little different than the outcome.

But, in general, particularly pre-COVID, we saw very high satis-
faction scores in telehealth: 96.9 percent in quality this year prior
to March 1st, 87.9 in overall satisfaction, 87.3 in trust.

Now, we have seen some dips in some of those satisfaction scores
since COVID in the 3 to 5 percent range, but we had some action
to help out with that going forward that we are excited about.

In addition, we just, at one of our VISNSs, interviewed providers
and they asked about the quality there as well, and I think it was
about 77.4 of the providers that do telehealth care was equivalent
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or better quality than delivering care in person with masks, and 81
percent felt that the care was more efficient or equal to delivering
care in person with masks. And that actually exceeded the effi-
ciency, exceeded care via telephone.

So there are a lot of people that have studied this in the area—
particularly in the area of mental health, and they do see that it
is equivalent to traditional in-person care.

Senator BoozMAN. Thank you, Dr. Galvin.

Thank you, Mr. Chairman.

Chairman MORAN. Thank you, Senator Boozman.

Senator Hirono?

SENATOR MAZIE HIRONO

Senator HIRONO. I was just listening to you, Dr. Galpin, talking
about surveying veterans. Have you surveyed any veterans in Ha-
waii as to how they feel about telehealth?

Dr. GALPIN. I am fairly positive we have. We distribute surveys
after our video visits. I do not have the breakdown here, but we
can provide a breakdown. I think it is by VISN facility. So we can
certainly get that information to you.

[PLEASE SEE PAGE 80 FOR RESPONSE]

Senator HIRONO. I would be curious to know, because I remem-
ber when the veterans are first given the option of doing remote
telemedicine or some fashion of it. And I remember talking with
veterans, albeit this was maybe a decade ago, and a number of
them were quite resistant. And I think that what you are seeing,
what you are telling me is that more of them are becoming used
to this form of getting care, and that they consider it to be good,
if not adequate.

Dr. GALPIN. Yes. Again, I will point to that Veterans Experience
Office survey. That the veterans they interviewed, again, it was a
small number, and I do not think that survey included anyone in
Hawaii, but there was an overwhelming positive response to tele-
health. Again, they preferred it over telephone because it made
them feel more connected to the providers.

In general, I would say that this pandemic has been eye-opening
to people, I think providers and veterans alike. I mean, we have
had thousands of providers do this for the first time, thousands—
hundreds of thousands of veterans do it for their first time, and I
think people have recognized the value. And they appreciate the
type of services you can get through the video modality.

Senator HIRONO. So Senator Joni Ernst and I really pushed for
telehealth across State lines, so providers across State lines could
provide those services, and that this provision was included in the
MISSION Act.

This is for Dr. Matthews. In your testimony, you noted that this
authority to go across State lines to provide services is pivotal for
telehealth delivery for veterans.

So could you provide a little bit more detail on how this kind of
authority has extended access to health care, and is there any par-
ticular type of health care that particularly benefits from tele-
health? And how many providers across State lines have utilized
this authority to provide services to people outside of the State in
which they practice? Dr. Matthews?
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Dr. MATTHEWS. Sure. I will definitely need to defer the majority
of that question back to Dr. Galpin, but overall, just to note within
the Community Care program, we had at the onset of the pandemic
in similar timing with CMS, did extend telehealth coverage within
our Community Care episodes of care. So while we are also orga-
nizing it at massive quantities within the VA, it is available
through our Community Care network as well too, including urgent
care.

But, Dr. Galpin, if you want to speak more about the provider
concerns?

Dr. GALPIN. Yes, absolutely. And I will start out by just saying
that the MISSION Act was absolutely critical for allowing us to
move forward. That authority, which we call our Anywhere to Any-
where authority, allows us to feel comfortable delivering care on
and off Federal property.

So when we look at VA Video Connect, irrespective of the State
laws, our providers are able to deliver care into a veteran’s home.
So it allows us to make care more accessible. It allows us to take
the care that was being delivered in a community outpatient clinic
and do it at that Walmart site, take it to the veteran’s home, help
them get health care in the community.

The other big thing, though, and—oh, go ahead.

Senator HIRONO. Well, I wanted to know. Do you have a sense
of how many providers are doing, providing this kind of care across
State lines?

Dr. GALPIN. I do not have that number specifically.

Senator HIRONO. Are there participants?

Dr. GALPIN. I do not have that

Senator HIRONO. Do you know whether there are thousands? If
you have some idea? But if you do not, we move on because the
fact is that it has expanded, telehealth accessibility.

So for Dr. Matthews again—I am sorry.

Did you want to add something else before I go on to the next
question? If not, I am going to the next question.

One of the questions I have—I think I am running out of time.
So if you do not mind. Citizens of the Freely Associated States—
that would be the Republic of Marshall Islands, Federated States
of Micronesia, Republic of Palau—they serve in the U.S. military,
and do so and retire then like the U.S. citizens, yet the VA cannot
provide direct services to these veterans because they are prohib-
ited from doing so in foreign nations, that this includes prohibition
against providing telehealth services.

So I would like to know. I mean, we need to do a statutory
change in order to enable at least telehealth services to be provided
to these citizens; is that correct? And have you

Dr. GALPIN. Yes.

Senator HIRONO [continuing]. considered the feasibility of mak-
ing that statutory change so at least telehealth services can be pro-
vided?

Dr. GALPIN. So I can address that. So, yes, it would require stat-
utory change, starting with USC 1724. At present, we are prohib-
ited from providing care internationally, and that is any type of
care.
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We have thousands of veterans who utilize the VA system, who
live internationally. They come to a State or to a Territory to get
care, but then they return home. And to those veterans, we cannot
provide the same type of service that we provide to a veteran in
a State. They have to come for care in a State. So it would re-
quire——

Senator HIRONO. Yes, I understand all that.

Dr. GALPIN [continuing]. statutory change.

Senator HIRONO. Would you support—would the VA support a
statutory change to enable this kind of service to be provided?

Dr. GALPIN. I can tell you that we have certainly looked at it. I
really cannot get ahead of the Department’s opinion on it. So I
think that is something we would have to take back and have a
broader discussion with our leadership on.

Senator HIRONO. Please do that because I think it is what we
owe the citizens of these countries to provide them some level of
health care.

So one more question. I do not know what my time is, Mr. Chair-
man.

Senator BoOOZMAN. [Presiding.] It is out.

Senator HIRONO. Well, there you go.

Do you mind if I just ask one more short question, Mr. Chair-
man?

Senator BOOZMAN. One really short one. Thank you. Go ahead.

Senator HIRONO. This is for Dr. Klobucar about connectivity in
Pacific Islands, and while that has improved, many communities in
the Pacific—while it has improved, many communities—sorry—in
the Pacific Islands still lack sufficient connectivity for telehealth.
What is the VA doing to improve internet connectivity for ex-
tremely remote and rural island locations like those in the Pacific
Islands? Very briefly, are you doing anything to address that con-
cern?

Mr. KLOBUCAR. Hi. I am hoping you can hear me.

As Dr. Galpin outlined before, we are seeking to work with com-
munity partners to make an attempt to do that and also inves-
tigating the possibility for local hotspots.

Senator HIRONO. Uh-huh.

Mr. KLOBUCAR. But that work is ongoing, and I do not know, Dr.
Galpin, if you can elaborate any more on that.

Dr. GALPIN. I do not have too much to offer beyond what you
said.

I think the key is that this really needs a broad leadership coali-
tion. I do not think we can take this on and get to where we need
to be for veterans. I think we need to collaborate with Congress,
committee, across administration, other Federal agencies to really
reach the end zone on this really critical issue.

So we would look forward to working with you all more on this,
again, to get to where we need to be.

Senator HIRONO. Thank you very much.

Thanks, Mr. Chairman.

Senator BoozZMAN. Thank you, Senator Hirono.

Senator Cassidy?
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SENATOR BILL CASSIDY

Senator CAsSIDY. Thank you all.

Dr. Galpin, I am interested in the—we have spoken about out-
comes. An earlier question was about the outcomes of telemental
health, for example, versus those in person.

In some institutions, I know there has been a real problem with
missed appointments, and I am interested whether compliance has
actually improved or not. Is the reason for the noncompliance for-
mally because someone just could not get there on time, but now
they have taken care of that with telemental health, or is it just
that their life is too disorganized to show up on time for anything?
What have you all learned about that?

Dr. GALPIN. There is probably a good amount of studies on that,
that I cannot quite today, but that is something we could find for
you and bring back for the record.

I was just going to look up—because I know we did a study for
our tablet program, and let me just provide some of the data here
that I have in my notes. So tablet recipients experienced an in-
crease of 1.94; for psychotherapy encounters, an increase of 1.05;
medication management visits, an 18.5 percent increase; and their
likelihood of receiving recommended mental health care necessary
or continued care in the 20.24 percent increase in their missed op-
portunity rate in a 6-month period following the receipt of a tablet.

Senator CASSIDY. I am sorry. So there is an increased missed op-
portunity rate or a decreased missed opportunity rate?

Dr. GALPIN. Decrease. I am sorry. I misquoted my own reading
here. Decrease, 20.24 percent decrease in their missed opportunity
rate in that 6-month period.

Senator CASSIDY. Now, is there any:

Dr. GALPIN. So, you know, again, their

Senator CASSIDY. It is pretty soon to tell, but I would be curious.
Clearly, veteran suicide has been a risk, and we have had different
strategies of how to reach people. The ability to reach online might
be something which would augment a telephone hotline. Has there
been any effort to look at that, or is it too soon? But any kind of
implications regarding that issue?

Dr. GALPIN. Well, I think the one thing we can say is that to help
improve and decrease veteran suicide, we need to get the care to
the veteran, and so however the veteran wants to get care, I think
we need to provide as many options as possible. So, you know, tele-
health is a great option——

Senator CASSIDY. I accept that. I am just wondering if this is—
if all—if all avenues of providing care are created equal, and I
think that is what we are trying to figure out here is the—empiri-
cally, on some of our biggest public health issues, suicide, for exam-
ple, among veterans, is this something which just sounds good, or
is it really going to pan out? But it may just be that it is too soon.

Let me ask you as well, and this may be for you or Dr. Klobucar.
We have obviously put a lot of money to expand the telehealth
mental—the infrastructure. My hope is that that would decrease
your unit cost of delivering care. It is a lot cheaper to have some-
body in an office looking at a computer screen and going very effi-
ciently one patient to the next than having a big waiting room and
having all the attendant costs of clerks and aides, et cetera.
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So is there any chance that this initial investment will result in
cost reduction opportunities after next fiscal year?

Mr. KLOBUCAR. Hi. Yes. I cannot really speak to cost reduction,
although we can find out what that looks like and get back with
you with those data.

I think it is important to note and just to briefly refer back to
what you said earlier that there are a number of programs that are
Web-based programs that provide support for veterans online that
are suffering from depression and post-traumatic stress disorder,
and we have seen some significant uptake in that area. These are
relatively new programs that the VA started in Fiscal Year 2019
or Fiscal Year 2018. So we expect those to continue to grow, par-
ticularly as our younger veterans grow older and our veteran popu-
lation grows younger over time.

So we are making a significant effort with several online pro-
grams that we hope will have some advantage in helping those vet-
erans with post-traumatic stress disorder.

As far as the numbers and the data and the cost per unit, I will
definitely look into that for you and get back.

Senator CAsSIDY. Maybe one last question. Are there any tele-
health visits that are not appropriate? I am a physician. So, imme-
diately, I think of the physical exam. You are quite limited what
you can do for a physical exam, but are there any visits in which—
somebody told me they want to do orthodontia by telehealth. How
do you do orthodontia by telehealth?

So what is out there that we kind of learned, “Oh, it is better
to have the people seen in person”?

Dr. GALPIN. The way we approach that—and I would say that
every specialty could add a telehealth component now. Some spe-
cialties can do more of the care through telehealth, so telemental
health. One of the reasons why it is so successful is they can do
the vast majority of their care by that route. If you look at surgery,
they can do pre-visit, post visit, obviously not the surgery itself.

So it is less about that we find a specialty or type of care that
we cannot delivery through telehealth. It is more about what por-
tion of that care can we deliver through telehealth.

Senator CASSIDY. And let me ask you——

Dr. GALPIN. So there is really no absolute

Senator CASSIDY [continuing]. one more question.

Dr. GALPIN [continuing]. yes or no.

Senator CASSIDY. Doctor, one more thing, I am a gastro-
enterologist. I think I knew at one time, the VA required somebody
to drive in to be consented. Even if they lived 100 miles away, they
would have to drive in, get consented, return home, and then come
back from the colonoscopy. It seemed very impractical, as anyone
who has taken a colonoscopy prep can imagine.

So the question is, will VA regulations allow people to be con-
sented for a procedure like a colonoscopy remotely by a telehealth
visit as opposed to having to drive in?

Dr. GALPIN. I believe the answer is yes to that, but I need to
check back and make sure I am being consistent with the regula-
tion. But, yes, I believe the answer is yes to that.

Senator CASSIDY. Please let us know that.

[PLEASE SEE PAGE 81 FOR RESPONSE]
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Okay. Thank you.

I yield back. Thank you, Mr. Chairman.
Senator BoozZMAN. Thank you.

Senator Blumenthal?

SENATOR RICHARD BLUMENTHAL

Senator BLUMENTHAL. Thank you, Mr. Chairman.

We have a vote, which I understand has been called. So I am
going to try to be brief.

I know that the VA has provided some national statistics. Spe-
cifically, the telehealth video visits have increased by 1,132 percent
since February, rising from about 11,000 to 138,700 appointments
per week between February and June 2020, which is quite remark-
able. Do you have statistics State by State specifically for Con-
necticut?

Dr. GALPIN. I do not have it with me for this hearing. I believe
we can get those State by State.

[PLEASE SEE PAGE 84 FOR RESPONSE]

Senator BLUMENTHAL. Yes.

Dr. GALPIN. I believe we can.

Senator BLUMENTHAL. That would be great.

Can you tell me—maybe you will have to get back to me about
this one too—how well Connecticut is doing, VA in Connecticut is
doing in terms of telehealth?

Dr. GALPIN. Again, I do not have State-specific information with
us today.

Senator BLUMENTHAL. Okay. Can you tell me what—I know that
you answered the question about generally the need to form a coa-
lition to get different groups together to bridge the digital divide.
My guess is it affects veterans not only in rural areas, but through-
out the country, because it affects our general population through-
out the country. It affects school students, the homework gap.

I have been a major advocate of extending the Lifeline program,
funding it more adequately. Commerce Committees had hearings
on this issue.

Is the VA working with the FCC on this issue?

Dr. GALPIN. Yes. The Lifeline program is actually something that
we are very excited about. We have talked to them. We have had
FCC representatives at our meeting.

One of the things we are going to be doing in the next month is
lodging a digital divide consult. So when a provider identifies that
a veteran does not have technology or internet access, they can
refer that veteran to a social worker.

And one of those tools a social worker will have in their tool belt
is the Lifeline program. They are going to do an assessment, as-
suming the veteran is interested, to see whether the veteran quali-
fies and then help them get connected to those benefits. Again, it
is $9.25 a month for veterans, and if you are on Native land or
Tribal land, it is $34.25.

We would be interested in discussing what you are describing
there as potentially an expansion of the benefits for veterans. That
is something we would love to collaborate on and work together to
discuss.
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Senator BLUMENTHAL. Do you have an estimate as to what per-
centage of the veteran population lack connectivity? We hear about
telehealth, but does the VA have an estimate on the percentage of
its constituency?

Dr. GALPIN. Yes. So we have the data that the FCC provided last
year in their report. In that report, they talked about 2.2 million
veterans of the veteran population they had as 18 million not hav-
ing access to fixed or mobile internet in their home. About 15 per-
cent of veteran households do not subscribe to it, and there is about
364,000 veterans, about 0.2 percent of the veteran population that
live in an area where they cannot get fixed or mobile broadband
or fixed or mobile internet at sufficient speeds.

So it is a large population out there, which is why it is a big con-
cern for us.

Senator BLUMENTHAL. And just going back to the line of ques-
tions that Senator Cassidy asked, specifically concerning veteran
suicide, does telehealth offer potential means of reaching out, pro-
viding counseling that so far have not been used as well as they
should?

Dr. GALPIN. Well, I think specifically telehealth is one of the
ways that we can make mental health care more accessible. Again,
it is a lot about can we get services out to the veterans who need
them in a way that they want to receive them.

For some veterans, taking time off work is challenging, trying to
find child care, to get to appointments, traveling the long distances.
So telehealth is one of the ways that we can create quality visits
where they can feel connected to their provider, but we can do it
in an accessible way so that we are really lowering the activation
energy threshold for a veteran to seek help.

There is also value in the sense that some veterans, they do not
want to get care in their community. They might be concerned
about getting care from the mental health provider that they are
going to see in a store. This allows them to get care at a distance
in a therapeutic environment.

So I think it is a huge way that we can get mental health care
out to the veterans in a way that they want it. It does not mean
it is going to work for everyone. Some people will prefer to come
in, in person. Some people are going to prefer telephone, but again,
we want to make sure all veterans have that option so they can
get the care when they need it and they want it.

Senator BLUMENTHAL. Thank you. These topics are very, very
important. My time has expired. Thank you for having this hear-
ing, Mr. Chairman.

Senator BoozMAN. Thank you, Senator Blumenthal.

Senator Blackburn?

[No response.]

Senator BOOZMAN. Senator Sinema?

[No response.]

Senator BoozMAN. We have got a vote going on. So we may have
people who have left and will come back.

Senator Loeffler?

SENATOR KELLY LOEFFLER
Senator LOEFFLER. Hi. Can you hear me?
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Senator BoOzZMAN. Yes, perfectly.

Senator LOEFFLER. Wonderful. Thank you so much, and thank
you all for being here for this really important topic.

Obviously, the COVID-19 pandemic really demonstrated the
value of telehealth across the VA throughout so many areas in the
health care system and continues to, and it is vitally important we
continue to ensure that veterans regain access to the full spectrum
of in-person care. But, obviously, for now, the demand for tele-
health will continue to remain high, and that is why it is impera-
tive that residents, fellows, interns, and other VA health care
trainees are given the chance to experience the needed ability to
provide care via telehealth during their supervised training instead
of having to learn on the job or in person.

And that is why I partnered with my Georgia colleague, Rep-
resentative Buddy Carter, to introduce the VA MISSION Tele-
health Clarification Act. It is a basic bill that allows supervised
training to utilize telehealth technology throughout the delivery of
care, and my version goes a step further by providing additional
clarity on the types of qualified VA providers that can actually pro-
vide care through telehealth under the law. So it helps expand the
VHA’s capacity to provide much needed care through its existing
work force. So I want to thank Congressman Carter for his part-
nership on that.

My question really relates to, Dr. Galpin, if you could comment
on any of the steps that are being taken by VHA to ensure that
providers are trained to provide care, effective care really, through
telehealth as well as any limiting factors that we need to be aware
of as we start to integrate telehealth more into our delivery of
health care to our veterans to go forward.

Dr. GALPIN. I appreciate that question and certainly appreciate
the bill that has been proposed.

Regarding your question about how we are working with pro-
viders to make them capable of doing telehealth, just to provide
some context, last year as part of our Anywhere to Anywhere ini-
tiative, we set an objective that by the end of this year, 2020—this
is pre-COVID—that all of our primary care clinicians and our men-
tal health clinicians would be capable of offering video to the home.

Last year, we got to about 60 percent, and now we are at just
about 90 percent in both categories. The goal is always to have all
of our ambulatory care providers capable of delivering video to
home by the end of the next year.

So what we are doing to that, we have national trainings the pro-
viders are taking. We are purchasing equipment for them. We are
making sure their schedulers are capable of doing it, and so sole-
ly—well, not solely anymore, but we are moving toward, again, 100
percent capability there.

When you talk about some of the things that we need to do, we
still have a lot of work to do on enhancing the experience. We want
to make this as simple as possible for both veterans and providers.
So we are taking feedback from both groups and making sure we
are updating our processes, updating our software to make sure it
works for everyone.

Some of the challenges, I think, you mentioned, what is hard,
what needs to be done, this is an area where I think, again, we
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need collaboration with Congress. We are still navigating a very
complex legal environment, despite the MISSION Act. Even with
the MISSION Act, Clarity Act, which would be outstanding in let-
ting us use all of our clinical resources, all of our clinicians to par-
ticipate in telehealth, there is still a challenging combination of
Federal and State laws that limit us in providing comprehensive
care to veterans through the modality or are confusing to our pro-
viders and so in some ways makes it challenging for them to par-
ticipate in certain types of care where they would otherwise like to.

So I appreciate the question. I hope that I answered it and see
if there is a followup.

Senator LOEFFLER. That is very helpful. Thank you, Doctor, and
obviously, we would be interested to learn about some of the chal-
lenges as they relate to Federal laws that would limit your ability
to deliver care. So thanks so much for everything.

I yield my time.

Senator MORAN. [Presiding.] If I understand where we are at, at
the moment, it is Senator Sinema. Senator Sinema?

SENATOR KYRSTEN SINEMA

Senator SINEMA. Yes. Thank you, Mr. Chairman and Ranking
Member Tester, for holding this hearing. And thank you to all of
our witnesses for being here today.

Since the start of the pandemic, the CDC and health experts
have emphasized the need to social distance, wear face coverings,
and wash hands frequently to minimize the spread of the disease.
Our daily lives look very different now than they did earlier this
year.

Increased telework, distance learning, socializing, and telehealth
have become more commonplace, but for many, access to broadband
and devices still remains a challenge.

In Arizona, the VA health system covers a lot of rural areas, and
access to telehealth can be a major resource for so many in these
areas, but telehealth cannot work without access to broadband.

In addition to being a cosponsor of the Access to Broadband Act
that was passed by the Commerce Committee a few months ago,
I have repeatedly highlighted the importance of expanding
broadband services, particularly during this pandemic.

So my first question is for Dr. Klobucar. According to the Depart-
ment of Commerce, 22 percent of American households do not have
access to the internet from home, and this issue disproportionately
affects Indian Country where 53 percent of homes do not have ac-
cess to broadband networks.

As VA expands telehealth services during the pandemic, what is
the VA learning about broadband needs in rural and Tribal areas,
and are barriers to access due to limitations of broadband a lack
of devices or other critical infrastructure needs?

Mr. KLOBUCAR. Thank you for that question, Senator Sinema.

I think as Dr. Galpin indicated before, this is an area that is a
constant challenge for us in VA, especially when we talk about
Tribal areas. We have expanded telehealth services into some Trib-
al facilities across the country, but those opportunities present
themselves locally as local VA medical centers look for solutions to
deliver care to these Tribal communities.
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Again, as Dr. Galpin said, this is something we cannot do alone.
We do need the support of other agencies such as the U.S. Depart-
ment of Agriculture Rural Utilities Service, such as the Federal
Communications Commission, and others to try to reach into these
Tribal lands where internet, broadband access is limited.

The President’s Broadband Interagency Working Group that
formed about 2 and-a-half years ago was an attempt to address
some of those problems, and as a result, the NTIA has established
some Web resources for local internet providers to help them access
Federal funds, but certainly more is needed.

We are now with FEMA in Regions 1 and 2 to look for solutions
in the region, and they are bringing together partnership with VA
with USDA and with other national organizations to try to address
some of these burning issues. This is an important issue for us, and
it is something that we have been working with partners to try to
address for a number of years. And we hope that the pandemic has
made it increasingly evident that more needs to be done.

Senator SINEMA. Thank you.

Dr. Matthews, my office is hearing from veterans in Arizona who
have been seen via telehealth appointment, and they have concerns
that they did not get the same level of care they would have gotten
in person. How is the VA addressing these concerns among vet-
erans who might be hesitant or concerned about the care they are
receiving virtually, and what processes do you have in place to col-
lect feedback from veterans in these appointments so we can im-
prove the process?

Dr. MATTHEWS. Thanks so much for that question. I will defi-
nitely defer to Dr. Galpin about the different processes the vet-
erans can use to change their different platform.

We have instituted, even during this pandemic, a new Veterans
Experience Survey focused on care associated with during this pan-
demic, and we are collecting that data now regularly. That survey
just started July 10th, and we are getting information about their
experience, both face-to-face care and telehealth, what their pref-
erences would be for next visit and the like.

So we will continue to improve upon how veterans’ experiences
are actually reflected. A lot of the questions even get down to their
technology concerns. Were they able to see their provider clearly?
Could they hear them clearly? Do they feel that their privacy con-
cerns were addressed?

So we are definitely taking the veteran experience into account,
but, Dr. Galpin, if you want to go into some of the processes on how
veterans can actually receive this care?

Dr. GALPIN. Yes. This is a really important area for us. Improv-
ing the veteran’s experience, the family members, the caregiver’s
experience, that is part of our vision for telehealth in the VA.

We regularly collect—we have surveys that go out to veterans
post their telehealth visit. So we can see the data, what the experi-
ence is. We can see that for providers as well, and so this is some-
thing that we take very seriously.

We are working with the Veterans Experience Office now. They
were conducting interviews—I think I mentioned those before—
that overwhelmingly veterans like telehealth, and they prefer it
over a telephone. But we want to work with them to really map
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out the entire experience. From the moment that someone talks to
them about telehealth and when someone is offering them help
with the equipment to ask them do they have the right internet,
would they want to do a test call, if things do not work during the
appointment, then obviously the experience in the level of care is
not going to be good.

So our goal is to keep working on these areas, enhancing the
processes, integrating the processes, and enhancing the technology
so that we do meet expectations, but ultimately, we want this to
be a choice for veterans.

We are in a really unusual time right now, but if this is a modal-
ity that does not work for an individual veteran, we want there to
be an option for them to say, “I want in-person care. That works
better for me,” and that is really the right way to treat the indi-
vidual, allow them to make their health care choices and to find
their preferences.

Senator SINEMA. Thank you.

Mr. Chairman, I have additional questions I will submit for the
record. Thank you. I yield back.

Senator MORAN. Thank you, Senator Sinema.

I think Senator Tillis is returning for an additional question, and
I have a couple of additional questions. And then we will be close
to wrapping up.

Let me make certain—that Senator Sinema’s question caught my
attention, and I want to make certain that the answer is that a
veteran who does not feel comfortable, does not want to utilize tele-
health is not in any way coerced to do so.

Dr. MATTHEWS. Correct, sir.

Senator MORAN. Thank you.

This would be Dr. Klobucar. Would you speak directly to the
challenges the Department faces in providing virtual care to vet-
erans in highly rural and frontier areas? What is the update that
you would have on the VA Video Connect for a rural Native vet-
eran project?

Mr. KLOBUCAR. Yes, sir. The Office of Rural Health’s Veterans
Rural health Resource Center in Salt Lake City has established a
VA Video Connect project, and the goals behind this are to educate
providers on delivering mental health care to Tribal nations, cul-
turally sensitive mental health care, and also to deliver training for
veterans who may wish to engage in that care.

This is an ongoing program. We have trained dozens of providers
so far. It is a relatively new program, and it is designed to enhance
the VA Video Connect effort as we expand out into more and more
Tribal areas. There is ongoing expansion planned for next year and
the following years, and we are seeing positive results already.

Senator MORAN. Thank you.

Dr. Galpin, I want to understand about the ATLAS telehealth
pods. My understanding was they were closed at the start of the
pandemic, and do you have an update on when those pods might
be reopened?

Dr. GALPIN. Yes. The one in Eureka, Montana, has opened. The
other ones, the Walmart sites, the plan is to open them in mid-Au-
gust, and then we have another VSO site that we anticipate or we
target for the end of September.
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As you noted, they were closed down, and we were concerned
about infection risk. We have worked with infection control, with
Walmart, to make sure that we have new protocols in place. They
will maybe feel a little bit different. Hopefully, people will feel safe
going to them, and that we do want to then reopen them and ex-
pand. But that is the timeline.

Senator MORAN. Thank you.

This is not a filler question while we wait for Senator Tillis ques-
tion, but I always give—at least I always attempt to give our wit-
nesses an opportunity. Is there anything that you would like to
make certain that I and the Committee hears, anything you would
like to correct or wish that someone had have asked you that you
would now like to answer?

Dr. MATTHEWS. Thank you for this opportunity, sir.

I think I just want to echo really what our executive in charge,
Dr. Stone, almost builds into his message. He builds a video mes-
sage every day during the pandemic. It is actually something that
has caused a great deal of just positive energy throughout VHA,
and one of his messages that is regularly shared is just one of great
gratitude for our VA staff.

What it took for the administration to really respond to the pan-
demic, particularly in the March-April timeframe of converting to
a very acute responsive mode, that took a great deal of energy.
Even within my own office, the Office of Community Care is ad-
ministrative completely. We are nowhere near the front line of ac-
tually taking care of patients.

My own deputy, three of my staff actually volunteer to go to the
front line to assist with emergency management, and that is just
one office. There were others as well.

So I would be remiss if I did not really recognize on the record
just unbelievable commitment of the VA staff during this response.

Senator MORAN. Doctor, you are right and appropriate to do so,
and I would be remiss if I did not agree with what you said and
express gratitude on behalf of this committee and members of the
U.S. Senate, but most importantly, our veterans for the efforts that
were made to care for them during this time, which we wish would
end sooner than it has. But we are grateful for those, and many
of them are veterans themselves helping other veterans. So please
express our gratitude for that circumstance.

Let me see if we are going to conclude this meeting, and I am
ready to do so, unless you tell me otherwise. Done.

I thank our witnesses for being here, and thanks for bringing us
some education and enlightenment. We have additional questions
that would be submitted for the record. I would ask that the VA
respond to those as soon as possible. The committee members
should have those questions to the committee within 5 days.

With that, our hearing is concluded.

[Whereupon, at 3:17 p.m., the committee was adjourned.]



APPENDIX

Material Submitted for the Hearing Record

(25)



26

Senate Veterans® Affairs Committee Hearing
VA Telehealth During and Beyond COVID-19: Challenges and Opportunities in Rural America

Opening Statement of Chairman Jerry Moran
Wednesday, July 29, 2020

“Good aftermoon, evervone. The commitiee will come to order.

“We are here today to discuss the VA's use of telehealth as a modality to deliver care to veterans, especially
those in parts of America that are rural, highly rural, or tribal lands. My entire time in Congress, I have been a
proponent of telehealth as an innovative way to deliver care to veterans and all Kansans, especially those who
live in rural areas. Currently, we see these capabilities being utilized for an even greater share of veterans due to
the continued risk of COVID-19.

“The COVID-19 pandemic has unexpectedly accelerated the process of expanding the VA's use of telehealth. In
recent vears the VA had advanced its capabilities, but in the spring of this year, as the country and the VA
prepared for the anticipated spread of the novel coronavirus, telehealth was often the only safe option to provide
care. The consolidation of resources at VA medical centers, postponing non-urgent in-person care, and
restrictions placed on referrals for Community Care, fueled more widespread use of telemedicine.

“As we continue to move toward a new normal, it is essential that VA optimize the use of telehealth delivery
where it works best, build on the lessons learned where it can be enhanced, and recognize the limits of its
utilization,

“Telehealth has great promise, and the unexpected expansion of telehealth has vielded great knowledge in mere
months. There are many times where it’s practical for a veteran to sce their provider through VA Video Connect,
or cven through a conversation on the phone. While this flexible and time-saving modality can be great in many
ways, we know telehealth cannot entirely replace the need for face-to-face medical appointments. This is also
true as it relates to access to care in the community and the VA must ensure the full implementation of the
MISSION Act to increase access to Community Care.

“The limitations of telehealth are also amplified for those living in rural America or Indian Country. VA Video
Connect only works when vou have a broadband connection at a certain speed. In many parts of our country, that
reliable broadband service simply isn’t an option.

“T am disappointed the VA chose not to participate in a recent listening session led by this committee with key
stakeholders from across the medical community, telecommunications industry, VSOs, and other federal
agencies.

“As of 2019, ryral veterans make up approximately one-third of VHA enrollees and arc on average older than
their urban veteran peers, tend to experience higher degrees of financial instability, and often live with a greater
number of complex health needs and co-morbidities. Many veterans in rural America and Indian Country live
prohibitively far from VA facilities, which underscores both the need for innovative solutions on how best to
reach them and the importance of access to Community Care.

“For rural and tribal veterans, the geographic barriers to VA care often go hand-in-hand with poor or nonexistent
connectivity to the broadband necessary for high-quality care via telchealth. T applaud the VA’s outside-of-the-
box thinking with regard to creative partnerships with the private sector and VSO community, and the
distribution of wireless devices to isolated veterans.

“Additionally, I am interested in learning from our witnesses today the progress the Department has made on
forming agreements with telecommunications companies to provide subsidized short-term internet access to rural
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veterans. This was a provision I was proud to champion in the CARES Act, in an effort to better serve the mental
health care needs of rural veteraus, especially during a time of social isolation during COVID-19, and look
forward to hearing the progress the VA has made on this front.

“It’s also important to note, in addition to skyrocketing numbers of telehealth appointments, the VA has also
been called on to fulfill its Fourth Mission across 46 states, including my home state of Kansas, as well as the
District of Columbia, Puerto Rico, and the Navajo Nation. As we look forward to both the near term needs and
longer term goals, the VA must make certain that the innovation of telehealth is utilized in the most effective
way.

“ look forward to hearing from vou all today on these challenges and opportunities, and how we can work
together to best leverage this modality to address long-standing access to care issues. I understand that it has not
been casy to adjust how the VA delivers care, especially at the rapid pace the COVID-19 pandemic has
demanded.

“Thank you again for your work and for being here today.”
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SENATE COMMITTEE ON VETERANS’ AFFAIRS
VA TELEHEALTH DURING AND BEYOND COVID-19: CHALLENGES AND
OPPORTUNITIES IN RURAL AMERICA

July 29, 2020

Good Morning Chairman Moran, Ranking member Tester and distinguished
Members of the committee. | appreciate the opportunity to discuss VA's telehealth
activities during the coronavirus (COVID-19) pandemic. | am accompanied today by
Dr. Kevin Galpin, Executive Director, Telehealth Services, Office of Connected Care;
Dr. Thomas Klobucar, Executive Director, Office of Rural Health, VHA,; and Mr. Eddie
Pool, Executive Director, Office of Information and Technology (OIT).

Introduction

VA aims to enhance the accessibility, capacity, quality and experience of VA
health care through the implementation of virtual care technologies that are effectively
integrated into the lives of VA staff and the Veterans they serve.

VA has long been considered a national leader in telehealth, and expansion is an
essential part of VA's strategy to increase Veteran access to health care. VA’s early
commitment to the innovative application of technology to engage patients remotely
(e.g., through My HealtheVet - VA's personal health record; mobile and other connected
applications; and an extensive and multi-faceted telehealth program) provided a solid
foundation for an agile and effective response to the COVID-19 pandemic. The
Department moved immediately to meet Veterans where they are and to ensure
continued care delivery, including by increasing telehealth capacity to unprecedented
levels.

In response to the pandemic, VHA worked closely with OIT to address and stay
ahead of the anticipated increase in demand for virtual care. OIT stabilized the existing
environment by monitoring and addressing potential issues; enhanced the capability, by
improving telehealth visit performance and quality; and expanded access to telehealth
by tripling the concurrent use capacity of VA’s platform for clinical video telehealth
known as VA Video Connect (VVC). VA has seen over a 1,200% increase in video visits
from home going from 10,645 visits the first week of March to 139,854 visits the first full
week of July. In May, VA recorded its first day with 2 million minutes of VVC visits. Now
that this system has expanded to our VA Commercial Cloud (commonly known as
Care2 Cloud), the Department continues to scale capacity to meet the exponential
increase in demand for telehealth appointments. A key example of technology directly
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supporting VA’s business aim is the expansion of tele-intensive care unit (ICU)
care, increasing virtual access to critical care specialists. Since onset of the
pandemic, VA has deployed 244 tele-ICU carts across 91 VA Medical Centers.
Along with the medical centers that already had tele-ICU technology, every VA
facility with ICU beds is now equipped with 24/7 virtual access to critical care
specialists.

VA appreciates the support of Congress regarding telehealth, especially through
the recent Coronavirus Aid, Relief, and Economic Security Act, which provided the
supplemental funding VA needed to invest in enhancing and expanding the systems
and technology used to care for Veterans. Recent legislation such as section 151 of the
VA Maintaining Internal Systems and Strengthening Integrated Outside Networks
(MISSION) Act of 2018, which authorized the practice of telemedicine by VA health care
providers in any state regardless of the location of the provider or the Veteran, has also
been pivotal to advance this mode of care delivery for Veterans. These actions have
provided significant benefit, addressing what had been barriers to the continued rapid
expansion of telehealth.

Population Covered

Telehealth capability is available to Veterans enrolled in VA health care. VA
leverages technology to augment care for Veterans within VA health care facilities, in
Veterans’ homes, and anywhere there is access to an internet-connected computer,
mobile phone or tablet. VA’s telehealth reach was significant prior to the COVID-19
pandemic. VA’s online patient portal, My HealtheVet, is accessible through VA’'s
modernized web presence at www.VA.gov and had over 5 million registered users at
the conclusion of 2019. VA’s video telehealth program was utilized by more than
900,000 Veterans in 2019, 44% of whom lived in rural areas. Telehealth services are
available at over a thousand VA sites of care, and care is delivered through video
telehealth in more than fifty specialties that includes mental health care, primary care,
specialty care and rehabilitation services.

Type of Services Provided

Telehealth can enhance the Veteran experience and the delivery of health care
for Veterans in their homes and communities; at VA clinics; and as they access
hospital-based and emergency services.

For Veterans at home, telehealth capabilities can help Veterans better manage
their own health and enhance the accessibility of VA health care services irrespective of
a Veteran’s location in the country. Examples of VA’s expansion in this type of Veteran
engagement include delivery of care remotely through video visits through the VVC
application; connecting with Veterans in their communities through the Advancing
Telehealth Through Local Access Stations initiative; supporting Veterans with chronic
conditions through the Remote Patient Monitoring-Home Telehealth Program; and
providing Veterans with the technology they need to connect with VA through the
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Veteran tablet loaner initiative. VA also continues to leverage web-based and mobile
tools like My HealtheVet and VA’'s mobile apps to support Veterans as they self-manage
their own health at home. Through these efforts, Veterans and their caregivers can
access the information they need to help manage their health, and can access their
providers, mental health specialists, nurses and other health care professionals using
real time video or asynchronous communication from their homes or home
communities. Veterans can also receive remote health care monitoring services,
coordination of care, and tailored education about their chronic conditions.

VA is also continuing its expansion of clinic-based telehealth services. Initiatives
in this category enable VA to provide more accessible services at clinic locations, build
clinical capacity in underserved areas, and connect Veterans with the right clinical
expert for their personal circumstance and condition. In addition, clinics are often the
location where Veterans learn about services available to them at home. Examples of
expansion in the clinic-based telehealth include the growth of regional clinical resource
hubs for primary care, mental health, and specialty care; the development and
expansion of targeted specialty telehealth initiatives such at tele-dermatology, tele-sleep
medicine, and tele-oncology; and the expansion of a national expert consultation center
model.

VA is also enhancing the quality of hospital and emergency services through the
adoption of telehealth technologies. Technology can help provide Veterans timely
access to the health care professional services they need in acute care and emergency
situations, even when the specialty provider is not immediately available locally.
Examples of this type of care include programs such as Tele-Stroke, which ensures
Veterans presenting to participating VA emergency rooms can receive an urgent
neurology assessment by a remote stroke specialist, who can provide evidence-based
recommendations for stroke treatment to the in-person team. Another example is VA's
tele-ICU (Intensive Care Unit) or tele-critical care program, which ensures critically
il Veterans in VA ICUs have urgent access to board certified intensivists and to
experienced critical care nurses. One more example is the Telehealth Emergency
Management Program, which provides remote clinical services following a declared
emergency or disaster (e.g. hurricane, natural disaster, pandemic). During the
COVID-19 pandemic, both tele-critical Care and telehealth emergency management
have been an important part of VA’s response.

Finally, in support of the expansion of telehealth in all settings (home, clinic,
hospital), VA is investing in the necessary technology and supporting infrastructure as a
foundation for these services. This investment includes the development and
maintenance of mobile health and telehealth applications that are used by VA staff and
Veterans alike to support care delivery at a distance, as well as VA’s My HealtheVet
patient portal. Other key investments include necessary training, implementation
support, program office staffing, equipment maintenance and modernization,
communications, evaluationfresearch, and provider and Veteran-facing help desk
support.
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VA Video Connect

VA Video Connect is VA’s video telehealth platform that allows Veterans, their
families and caregivers to meet virtually with their VA care teams on any computer,
tablet or mobile device with an internet connection and web camera. VA Video Connect
is one of the largest and most successful digital health platforms in the Nation and helps
VA provide close to 30,000 virtual appointments to Veterans at home each day. Week-
over-week telehealth video appointments to homes have increased by more than
1,200% since February 2020, increasing from approximately 10,700 appointments a
week in early February to nearly 140,000 appointments a week in July. This rapid
increase in video appointments was necessary to maintain safe clinical services in the
setting of the COVID-19 pandemic and was made possible by the expansion and
reengineering of select portions of VA’s information technology infrastructure, as well as
by rapid adoption of VA Video Connect by VA health care professionals.

To further increase Veteran connectedness, VA is taking strides to bridge the
digital divide for Veterans who lack the technology or broadband internet connectivity
required to participate in VA telehealth. More than 45,000 cellular-enabled tablets are
currently distributed to Veterans across the country; and major wireless carriers such as
Verizon, T-Mobile, SafeLink by Tracfone, and Sprint have partnered with VA to support
Veterans’ access to VA telehealth services. Further, VA is implementing a national
digital divide consuit. This consult will be used when Veterans could benefit from
telehealth technologies but are identified as lacking access to a device or internet
connection necessary to participate. Through this consult, VA intends to help Veterans
leverage benefits available through VA, other Federal agencies, and the private sector
to access what they need to connect remotely with VA services.

Specific Connected Care / Telehealth COVID-19 efforts

In an effort to expand video-to-the-home services for all Veterans, VA has
engaged in the following: participated in webinar and social media outreach efforts;
expanded telehealth capabilities to Veterans residing in community living centers and
State Veterans Homes; used remote patient monitoring services to help monitor higher
risk Veterans who need to be isolated or quarantined at home; leveraged video
telehealth on inpatient hospital wards to enhance infection control among Veterans in
isolation rooms; supported increased utilization of VA’s online capabilities on VA.gov
and My HealtheVet; launched specific text-messaging interventions to support Veterans
who are concerned about COVID-19 and those who are isolating at home after possible
exposure; extended the use of video telehealth in intensive care units to provide remote
intensive care consultation at sites that may have limited intensive care specialty
resources; and focused efforts of the Office of Veterans Access to Care and Office of
Connected Care on maximizing telehealth into Specialty Care Services at our health
care facilities to improve capacity and productivity moving forward.
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Recent Trends

Health care is increasingly becoming consumer and technology driven. VA must
continue to provide Veterans access to a modern technology-enhanced health care
system. These efforts must include continued advancement of internet-enabled virtual
care and telehealth technologies; integration of advanced analytics into these products;
and incorporation of these solutions into VA’s new electronic health record platform.

VA continues to see high levels of Veteran engagement with connected technologies
and anticipates continued acceleration of the use of these technologies, integrated into
routine care delivery, as we lead the way forward following the COVID-19 pandemic.

The VA patient portal, My HealtheVet, leads the industry in customer satisfaction
scores and in the percentages of patients who use the portal, has seen consistently
increasing utilization, with a dramatic incline since the beginning of the COVID-19
pandemic. On the portal, VA processed over 9.37 million prescription refill requests and
managed over 9.5 million secure messages between Veterans and their health care
teams from January to May 2020. In the context of the COVID-19 pandemic, compared
to the same period in 2019, this represents approximately 770,000 additional
prescription refill requests and more than 2.11 million additional secure messages
initiated by VA patients and their health care team.

Utilization of video telehealth services had also been increasing at a rapid rate
prior to the pandemic and shifted to exponential growth during the pandemic. The use of
VA telehealth services overall in 2019 increased more than 14% over 2018. The
recently established Clinical Resource Hub Program, which currently provides primary
care, mental health care, and is adding specialty care to support underserved locations
is yet another example of expansion. Statistics from the program’s early success shows
that tele-mental health hubs served 257 spoke sites providing over 174,000 visits to
more than 39,000 Veterans. Additionally, Video to the home or a non-VA location had
also been increasing prior to the pandemic, with more than 99,000 Veterans engaging
in a video health care session at home or at another offsite location in 2019. This
represents a 246% growth over the prior year.

Support to Rural and Tribal Veterans

In support of the fourth mission, VA offered guidance and support for providers
across the Nation to manage the COVID-19 public health emergency, particularly rural
providers. VA developed a website specifically for these providers that included
information on strong clinic practices and training for clinical staff and information for
community providers who served Veterans. In addition, VA provided direct clinical
support to Tribal Health Programs through the fourth mission.

VA has continued work in conjunction with Tribal representatives and the Indian
Health Service to develop standardized processes for care coordination to ensure that
Veterans who require care among the various health care systems receive one
coordinated approach in getting the services they need in the environment they choose.
VA is planning a tribal consultation on this plan later in the summer and then will work
closely with the Tribal representatives to deploy the approved plan.
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Approximately 8,000 Veterans received Compensated Work Therapy (CWT)
services in June 2020, in comparison to 15,000 Veterans in June 2019. CWT
Transitional Work was affected by restrictions imposed on outpatient services in many
medical facilities; as outpatient services in medical facilities reopen, CWT participation
rates are projected to return to and exceed previous levels of participation.

Conclusion

Veterans’ care is our mission. We are committed to providing high-quality
health care to all Veterans in our care, especially during these unprecedented
times. VA is grateful for your continued support, as it is essential to providing this
care for Veterans and their families. This concludes my testimony. My colileagues
and | are prepared to respond to any questions you may have.
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VA Testimony Summary

In response to COVID-19, VA Office of Information Technology (OIT) worked to
rapidly stabilize the network, and expand access to telehealth by tripling the
concurrent use of capacity of VA's platform for VA Video Connect, the
Department’s platform for clinical video telehealth.

VA has seen a 1,200% increase in video visits from home; the first week in
March the Department recorded 10,645 virtual visits, whereas VA had completed
139,854 virtual visits the first week in July 28, 2020.

Section 151 of the MISSION Act, which authorized VA health care providers to
deliver care across state lines has been pivotal to treat veterans during COVID-
19.

As of 2019, 900,000 veterans, 44% of which were classified as rural, utilized VA
Video Connect.

The Department has currently distributed more than 45,000 cellular-enabled
tablets to veterans across the country, and wireless carriers such as Verizon, T-
Mobile, Safelink by Tracfone, and Sprint have partnered with VA to support
these devices for VA telehealth services.

VA is in the process of implementing a national digital divide consult in an effort
to leverage benefits available through the VA, the federal government, and the
private sector in order to advance care.

The Department has utilized remote patient monitoring services to assist in
observing veteran patients who are higher-risk.

The Clinical Resource Hub Program that were recently established currently
provides primary and mental health care to support underserved locations.
Current data illustrates that the tele-mental hubs in particular served 257 spoke
sites, which provided 174,000 virtual visits to approximately 39,000 veterans.

VA has worked in conjunction with Tribal representatives and the Indian health
Service (IHS) to develop standardized processes for care coordination to ensure
veterans receiving care from the various health systems receive a coordinated
approach.
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Chairman Moran, Ranking Member Tester, and Members of the Committee,

the American Federation of Government Employees, AFL-CIO (AFGE) and its National
Veterans Affairs Council (NVAC) appreciate the opportunity to submit a statement for
the record on today’s hearing titled “VA Telehealth During and Beyond COVID-19:
Challenges and Opportunities in Rural America.” AFGE represents more than 700,000
federal and District of Columbia government employees, 260,000 of whom are proud,
dedicated Department of Veterans Affairs (VA) employees including many clinicians
who provide telehealth and telemental health (telehealth) services to our nation’s
veterans. We hope that you find our recommendations for strengthening VA telehealth
constructive and reasonable, and we stand ready to work with the Members of the
Committee to make necessary and positive improvements to the VA’s telehealth
program.

AFGE strongly supports the expanded use of telehealth, when appropriate, to
increase access to care, especially in rural areas. Daily registered nurse (RN)
telehealth check-ins are an essential component of preventative care for veterans with
chronic conditions such as diabetes, and heart conditions, as well as patients with
COVID-18 who do not need to be hospitalized but need daily monitoring. Telehealth
allows veterans who reside in more remote areas, as well as veterans whose health
status makes it too risky to receive in person treatment during the current public health
crisis, to receive the coordinated, integrated, specialized care that is only available
through the VA’s own health care system. AFGE commends Ranking Member Tester

for his leadership during the coronavirus pandemic both for securing additional funds for
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VA telehealth and call centers, and for urging the Department to expand telemental

health services for our nation’s veterans.

More generally, the Department’s highly regarded telehealth program ensures
that veterans continue to receive care without interruption during the ebbs and flows of
public health emergencies that unexpectedly stretch needs for virtual care. Similarly,
the VA’s stellar telehealth program allows providers to respond quickly and seamlessly
to changes in a veteran’s health care status by allowing the proper integration of virtual

care and in person care.

Secretary Wilkie recently announced that telehealth use is up 1000%. AFGE is
concerned that the Department has not fully increased the number of clinical,
information technology and support staff required to handle this enormous telehealth
expansion. The shortages of RNs and other clinical staff working in telehealth that
existed at many VA facilities prior to the pandemic have worsened significantly over the
past several months as the number of video visits has skyrocketed. Outpatient virtual
care of COVID patients has highlighted the need for additional telehealth clinicians. As
the Department implements its plans to extend telehealth nursing to primary care PACT
teams and other units, the need for additional telehealth nurses will increase. We urge
the Committee to investigate the number of facilities that are currently not meeting the
staffing standards in place for telehealth panels. Especially during the current crisis, the
need for sufficient telehealth clinicians to provide the monitoring and preventative care
that reduce hospitalizations cannot be overstated. More generally, we urge the

Committee to also conduct oversight into the number of medical centers that are failing
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to meet the Department’s current goals for increasing the number of patient

appointments handled virtually through the telehealth program.

The mental health professionals we represent at several VA medical facilities
have had very positive experiences with telehealth expansions that were implemented
during the pandemic. While some of them were initially skeptical about providing
therapy remotely, they found it to be surprisingly effective. A psychologist conducting
evening substance abuse group therapy sessions reported that attendance increased
significantly when telehealth was implemented because it was so much easier for
veterans {o attend after work. Others commented that telehealth therapy is almost
always just as effective, and in some cases, even more effective than in-person
sessions. One provider remarked that patients with traumatic brain injury who missed
some in person visits in the past now find it easier to keep track of their virtual
appointments because the provider initiates the contact, placing less burden on the
veteran. Involving military sexual trauma, there have been reports that patients are

relieved to be able to receive treatment without coming to the facility.

Our members report that while some of the technological problems that hindered
the delivery of telehealth at the beginning of the pandemic have abated, many others
remain. While more veterans appear to have the equipment they need such as tablets
for virtual appointments, there appears to be a significant shortage of government
laptops that clinicians are required to use to communicate securely with their patients.
Also, problems with the VA Video Connect (VVC) Program used for video visits need to
be addressed; the system often breaks down. In the short term, some clinicians are

using other video platforms instead, but a long-term fix is badly needed.
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Similarly, the VA CITRIX Receiver software that is used to provide secure access
is problematic. Clinicians have been allowed to temporarily bypass CITRIX and use
other secure platforms instead, but they are concerned about management reinstating
restrictions that require exclusive reliance on CITRIX going forward. We also received
concerns regarding the scheduling software that telehealth staff must rely on to book
appointments that often breaks down and causes double booking. AFGE urges
additional Committee oversight over VA telehealth technology systems and would
welcome the opportunity to share the concerns of the front-line employees who use
these systems every day in order to identify the most effective technology and training

solutions.

Our members are also concerned about the lack of information technology (IT)
support especially at community-based outpatient clinics (CBOCs). The {T teams at the
CBOCs must cover many different areas, making it difficult for clinicians to get the
timely help they need when their systems fail. The CBOCs need a significant increase
in the number of telehealth technicians. One facility expressed concern with the
Department’s inability to recruit and retain telehealth technicians because it fails to pay
competitive wages. More generally, the Department’s Office of Information and
Technology (OIT) does not appear to have adequate resources dedicated specifically to

the growing needs of its telehealth program.

There is also a need for uniform telehealth policies across VA facilities. Varying
management policies have placed unnecessary restrictions on telehealth. For example,
at one facility where veterans live in a domiciliary and other onsite residential facilities,

management has required an arbitrary number of providers and patients to come to the
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clinic to participate in telehealth sessions using clinic equipment instead of participating
from the safety of their residences, resulting in unnecessary exposures for both patient
and provider. The provider and support personnel are also exposed to health risks
unnecessarily by having to enter the facility and then clean the rooms between
sessions. Providers also expressed concern about the higher risks presented by the

many aging VA facilities that lack modern and well-functioning air circulation systems.

These arbitrary policies requiring some providers to return to the campus and
provide telehealth visits in clinic spaces are becoming more common as facilities begin
to implement their own localized return-to-work policies. The lack of adequate national
guidance at this phase of the pandemic is unfortunately creating the same
inconsistencies and unintended consequences that we have seen related to personal

protective equipment (PPE), testing, screening and leave policies.

AFGE strongly believes that the VA’s growing and improving telemedicine
capabilities can make the VA an attractive workplace for medical professionals,
particularly during the COVID-19 pandemic and beyond. During this pandemic,
telehealth has allowed employees with medical issues that put them at high risk of
infection to continue to take care of veterans without interruption. This is especially
valuable as so many VA employees continue to have concerns about adequate PPE,

testing and other safety issues in the workplace.

The pandemic has made it necessary for the VA to consider additional ways to
expand patient access through telehealth for safety reasons. Expanded access to

telehealth has also yielded other short- and long-term benefits for VHA's complex
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patient population. AFGE stands ready to work with the Committee to fully utilize all
future opportunities to use telehealth capabilities to meet the needs of patients and the
Department’s dedicated workforce. We also hope the Department will be more
receptive to working with AFGE and the front-line employees to address our
recommendations for increased staffing, improved information technology and more
commonsense policies that protect the health of patients and staff by maximizing the
provision of remote services. We urge the Committee to encourage the Department to
restore the valuable labor-management collaboration that enabled the VA to care for

veterans during past national emergencies. Thank you.
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Department of Veterans Affairs (VA)
Questions for the Record
Committee on Veterans’ Affairs
United States Senate
“VA Telehealth During and Beyond COVID-19:
Challenges and Opportunities in Rural America” Hearing

July 29, 2020
Questions for the Record from Senator Jon Tester
VA Digital Health Strategy

Question 1: As the Nation’s largest integrated health care system and a leader in
the use of telehealth for Veteran patient care, how is VA currently leveraging and
integrating emerging digital health technologies, such as remote monitoring and
digital therapeutics, to ensure that Veterans continue to have access to high
qualitycare now andin the future?

VA Response: The Veterans Health Administration (VHA) provides several tools to
Veterans that support care delivery and care self-management. My HealtheVet, VA's
patient portal and personal health record, allows Veterans to interact with VA to
accomplish prescription refills, to message securely with their providers, to schedule
and view appointments and to download, print and share copies of their medical
records, including images.

Annie, VHA's text messaging application for Veterans self-management, allows
Veterans to be assigned (or in some cases, to self-subscribe) to a variety of protocols
such as ones for reporting on blood glucose or blood pressure, issuing reminders to
take medications or to prepare for colonoscopies, avoiding Coronavirus and coping with
the mental health effects of the pandemic.

VHA continues to innovate on ways to deliver care under the "Anywhere to Anywhere”
telehealth initiative. Examples of newly developed products include Mental Health
Checkup, an application that allows providers {o assign mental health assessments to
patients on a one-time or recurring basis. The patient has flexibility to take the
assessment at a time and place convenient for them and then send the results back to
VA for provider review.

VHA also is deploying My VA Images, an application that allows providers to request

a patient send photos or short videos of skin findings, their gait, or their home
environment as examples. My VA Images stores the submitted images in VHA's
patient-generated health database along with selected data such as vital signs from
other virtual care tools. A provider’s ability to review patient-generated data will enable
a more complete understanding of a patient’s status and overall health.
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The Remote Patient Monitoring-Home Telehealth program (RPM-HT) provides non-
urgent/non-emergent care and case management for Veterans across VA. In FY
2020, VA provided over 140,000 Veterans with care through RPM-HT with an average
daily census of 70,000. RPM-HT includes tracking and trending of vital signs, and
other biometric data, and symptoms for review by an assigned Care Coordinator. The
program uses a variety of technologies based on individual Veteran-specific needs.
These technologies include the traditional hub device in the home (with and without
video capability) as well as mobile technologies such as Interactive Voice Response,
mobile app, and web-browser. The core of RPM-HT is the personal connection made
with the assigned Care Coordinator who completes ongoing assessments, monitoring,
patient education and case management of Veterans in collaboration with the
Veteran's heaith care team. Use of RPM-HT helps to reduce clinical complications
and the use of healthcare resources that health complications may consume as well
as promotes healthy self-care behaviors. In early February 2020, VA developed plans
rapidly to expand the RPM-HT program to assist with COVID-19 care. As of October
2020, the program enrolled over 10,000 Veterans for COVID-19 monitoring. This
enroliment allows Veterans presenting to clinics or urgent care to be monitored at
home thus promoting safe distancing for Veterans.

Question 2: Additionally, does VA have a comprehensive digital health strategy,
including vision and mission statements, detailed goals and objectives, and
scorecards to track progress? If such a strategyis being drafted, please provide
a planned completion date.

VA Response: VA has had a Connected Care strategic plan in place for some time,
pre-COVID-19. VA currently is developing a new five-year plan that will incorporate
the exponential digital expansion VA achieved during the pandemic and the
transformation trajectory VA is setting for the future (completion date pending).

Tele-Mental Health

Question 3: What impact is the COVID-19 pandemic having on Veterans’ access
to mental health care? Specifically, are there enough telehealth options to
address Veterans’ needs, especially those in rural and highlyrural areas?
Furthermore, does VA have enough mental health care providers who are
equipped to provide telehealth to Veterans?

VA Response: Veterans’ access to mental health care has been an underreported
success story. In response to the pandemic, the Veterans Health Administration (VHA)
rapidly shifted to offer predominantly virtual care in addition to in-person care for those
who truly needed it. Throughout the pandemic, VHA has been able to maintain mental
health workload levels similar to FY 2019 levels, thus ensuring access to care.
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Prior to and throughout the pandemic, VHA offered a broad range of mental health
services ranging from self-help and self-guided programs, outpatient care and acute
inpatient psychiatric care. For example, outpatient treatments for depression and
anxiety include medication management, as well as a broad array of evidence-based
psychotherapies including Acceptance and Commitment Therapy for Depression,
Cognitive Processing Therapy, Prolonged Exposure, Interpersonal Psychotherapy for
Depression and Cognitive Behavioral Therapy for Depression, among others. To
maintain Veteran and staff safety, VHA quickly adapted care to address the challenges
of the COVID-19 pandemic. Even though, historically, VHA provides approximately
85% of VHA mental health services through face-to-face provision of care, in a very
rapid shift and ramp up period VHA provided approximately 80% of VHA mental health
care via virtual modalities (telephone and video).

In terms of data, prior to the pandemic, approximately 27,000 in-home video
encounters took place with Veterans each month. By the end of the fiscal year, that
number climbed to 395,000 visits in September alone.

In terms of the number of mental health providers equipped to deliver telehealth, it was
a strategic goal already for VHA to build capacity and infrastructure and in many ways
VHA led the Nation, including the private sector in delivery of virtual mental health care.
VHA accelerated the goals to deploy telehealth capability with the advent of the
pandemic.

Atthe present time, nearly all VA outpatient mental health providers are telehealth
capable and 95% completed at least one telehealth visit to a Veteran’s home or
preferred location.

To increase ease of appointment engagement, VHA moved quickly to ensure all
facilities with information technology capacity made Online Scheduling Requests
available for Veterans.

In addition to telehealth and virtual care, VHA also rolled out several self-help tools. At
the start of the pandemic, VHA quickly developed the self-help app, COVID Coach, for
addressing pandemic-related mental health symptoms. To date, over 135,000
downloads have been completed. VHA maintains a dashboard for population
management which identifies all Veterans with a new diagnosis of depression. Use of
the dashboard by VHA providers to ensure critical medication coverage during the
pandemic doubled. To address potential increases in anxiety associated with COVID-19
screening and results, VHA quickly modified additional population management
dashboards for high-risk patient management.

Several initiatives focus specifically on rural and highly rural areas. For example,
Clinical Resource Hubs in each Veterans Integrated Service Network (VISN) provide
mental health staffingand service gap coverage for underserved spoke sites across the
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country, with an emphasis on rural areas. For Veterans living in areas with limited
broadband, the Accessing Telehealth through Local Area Stations (ATLAS) initiative
offers Veterans the opportunity to receive care by video in private spaces at five
Walmart and two Veteran Service Organization locations equipped with telehealth
equipment and high-speed internet. For Veterans lacking access to a device or
adequate internet connection, VA distributed thousands of 4G-enabled loaned tablets
during its COVID-19Q response and recently implemented the Digital Divide Consult
offering Veterans increased support for tablets and internet connectivity. VA continues
its partnership with the Microsoft “Airband Initiative,” which leverages TV white space
for broadband connectivity and teaches digital skills to expand rural internet access.

Question 4: What impact is the pandemic having on the handoffs from the
Veterans Crisis Line to the local VASuicide Prevention Coordinators?
Specifically, how is VA ensuring Veterans still have that warm hand-off to care,
even if it is to virtual care?

VA Response: The Veterans Crisis Line (VCL) consult process allows for electronic
submission of the consult to the appropriate Suicide Prevention Coordinator (SPC) team
at the immediate conclusion of the VCL call. This process remained active and without
interruption during the pandemic. SPC data for consult closure remained steady for the
past three years, with first documented action occurring within one business day on
93% of consults.

If a Veteran who contacts the VCL needs same day care at a VA facility either in
person or virtually, but does not require immediate police or emergency personnel
intervention, the VCL initiates a Facility Transport Plan (FTP). An FTP is a collaborative
plan developed by a VCL Responder and Veteran so the Veteran can presentto a
facility with staff aware and ready to provide care. The VCL Responder works with the
Veteran to ensure a detailed and safe plan is in place for transportation to the same
day appointment, and the VCL team follows up with the receiving facility to ensure the
Veteran has arrived and will take necessary action to ensure safety if the Veteran has
not arrived. All Veterans presenting to a VA emergency department with suicidal
ideation or concerns are clinically assessed and appropriate care is provided which
may include immediate hospitalization or outpatient follow-up.

VATelehealth Status

Question 5: Please describe how VA has used the Coronavirus Aid, Relief, and
Economic Security (CARES) Act funding for increased telehealth services during
the pandemic. Specifically, how much has VA spent in total on telehealth from
VHA medical services and VA information technology accounts from March
through July?
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VA Response: The attached document includes the obligations and expenses from
the Information Technology appropriation for telehealth.

FY20 Pre-COVID FY20 Post-COVID

Core Pexip Video Conf. Platform

Pexip Conferencing App. Licenses S 1,427,482.00 | S 1,427,482.00
Care2 Cloud Costs 0 $257,859.31
Care - On Premise Costs S 540,999.26 | $ 903,800.00
Server Replacement-Refresh| $ 282,145.39( $ 516,700.00
SSL Certificates| $117,044| S 127,400.00
Power] $ 37,131.58| $ 68,000.00
NetApp Hardware Maint| $ 104,678.29 | $ 191,700.00
Vyopta Server S 328,740.00 | $ 328,740.00
Subtotall $  2,297,221.26 [ $  2,917,881.31

24/7 Pexip Support 0l

Total Pexip Platform Costs| $ 2,297,221.26 | $ 2,917,881.31

Telehealth Monitoring

Monitoring for 17 Telehealth of 115 COVID-19 Critical Apps| $ 1,247,169.00 | $ 3,028,839.00
APM licensing| $ 52,500.00 | $ 127,500.00

APM hostinj S 10,500.00 | $ 25,500.00

Personnel: instrument and dashboard| $ 904,169.00 | $ 2,195,839.00

Personnel: event management S 280,000.00 | $ 680,000.00

Total Monitoring Costs| $ 1,247,169.00 | $ 3,028,839.00

Telehealth Total Costs $ 3,544,390.26 $ 5,946,720.31

Pre-COVID vs. Post-COVID Costs $ 2,402,330.04
% Increase in cost 68%
% Increase in demand 1260%
COVID-19 Critical Applications - Telehealth related 17
Pre-COVID-19 Telehealth related Applications monitored 7
Number of Telehealth Servers pre COVID 83
Number of Telehealth Servers post COVID 152

See Care Costs Tab - current 152 servers
Added 69 servers for COVID-19 expansion in Care
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The following table lists CARES Act expenditures totaling $57.3 million used to expand
the telehealth workload precipitated by the COVID-19 pandemic from March through
July 2020. These items include clinical support and peripherals, provider training, 24/7
help desk support and expansion, additional application licenses and application design
development and implementation. VA used the expenditures to expand telehealth
service in alignment with VA priorities for providing high quality health care to our

Veterans.

FY 2020 COVID-19 Obligations/Expenses (0160C2 | Transact| COVID/CFO
Funds) Date Funded
COVID-19 VVC Provider Equipment 3/12/20 1,298,359.50
COVID-19 Patient IPAD Tablet 3/12/20 1,967,794.00
COVID-19 DigiCert SSL Certificates 3/16/20 64,020.00
COVID-19 Implementation of Staff Memorandum of 3/18/20 20,851.00
Understanding (MOU)
COVID-19 National Telehealth Technology Help Desk 3/24/20 268,681.83
(NTTHD) 24/7 Additional Staff
COVID-19 Provider iPad/Accessories 3/25/20 7,999,984.14
COVID-19 Telehealth Systems and Applications 4/07/20 546,012.00
Release, Implementation and Deployment
Support
COVID-19 PROVIDER Apple iPad 4/16/20 12,201,554.25
COVID-19 PATIENT Apple iPad 4/16/20 3,212,060.40
COVID-19 PROVIDER DELL 22 Monitor 4/16/20 804,000
COVID-19 National Telehealth Technology Help Desk 4/23/20 2,383,837
(NTTHD)/ Mobile Applications Service Desk (MSD)
Additional Staff (30) thru 8/31
COVID-19 SMS Gateway Services 4/20/20 77,184.00
COVID-19 Remediation Optional Tasks 4/24/20 5,834,499.32
COVID-19 DigiCert Additional SSL Certificates 4/16/20 80,902.50
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COVID-19 Adobe Connect 2000 Additional Software 4/14/20 52,972.00
COVID-19TCT OPTIONAL TASKS-CONTRACT # 203 5/22/20 538,985
COVID-19-iPad Pro Distribution @ MSD Help Desk 6/16/20 369,690.00
COVID-19 Memorandum of Understanding -Virtual 6/18/20 800,000.00
Care -CORE Contract
COVID-19 Authority to Operate for Systems 6/20/20 500,000.00
Applications: (Somnoware, AIP, CHAT)
COVID-19 PATIENT HOMELESS PRG IPHONES 6/26/20 8,065,868.00
COVID-19 Patient iPads (DALC) 6/29/20 7,636,970.00
COVID-19 Program Integration Program Support (PPS) 718120 633,500.00
Contract
COVID-19Connected Health Implementation Strategic 718120 895,000.00
Support Contract (CHISS)
Total (0160C2 Funds) 56,252,724.94
FY 2020 COVID-19 Obligations/Expenses (152C2 Transact Cares
Funds) Date ACT
Funded
COVID - 19 My HealtheVet (MHV) Program 7130/20 1,100,000
Management & Training Support
Total (152C2 Funds) 1,100,000.00
Total Cares Act Expenditures 57,352,724.94

Question 6: According to VA, as of May, daily telehealth appointments are up 750
percent. How timely are those telehealth appointments on average? In addition,
what is VA’s capacity to provide telehealth services to Veterans? Furthermore,

how much is the system being strained?

VA Response: The following table shows the wait times by the type of care for VA’s
video to home teleconferencing system, VA Video Connect (VVC) and telehealth
appointments from March 1, 2020 through October 31, 2020. The on-demand telehealth
encounters happen immediately so the wait time is zero days and these on-demand
appointments represent approximately 20.5% of all video visits.

New Patient Wait Established Patient

Mental Health

Time (in days)

Wait Time (in days)

Primary Care
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Specialty Care and All 9.5 54
Other

VVC can support approximately 17,500 concurrent video connections. Presently the
system is operating at approximately 60-70% of peak capacity. The system is monitored
to track demand and can add capacity if needed.

Question 7: According to VA, as of February, telehealth services are available at
900 sites of care across the Nation. How many VA sites of care currently offer
telehealth services to Veterans nationwide due to the pandemic? Specifically,
how many VA sites in Montana are ready to provide telehealth to Veterans? In
addition, what criteria does VA use to determine if a site is ready to offer
telehealth services to Veterans?

VA Response: At the end of FY 2020, 1,249 sites provided telehealth services to
Veterans during the fiscal year. In Montana, 22 sites provide telehealth to Veterans.

Telehealth considers a site to be ready to offer telehealth if the site has the necessary
equipment and internet to deliver the particular modality of telehealth (synchronous or
asynchronous), there is space to provide patient privacy, the providers and/or other
applicable staff have taken the necessary training to deliver telehealth and the
administrative actions (e.g., clinics are set up to capture workload) are in place.

Community Care

Question 8: VA provides care to Veterans through community providers when VA
cannot provide the care needed. What impact is the pandemic having on
community partners across the Nation to provide care to Veterans? Specifically,
do community partners, especially those from Montana, have the capacity to see
more Veterans during the pandemic?

VA Response: On a national level, depending on the prevalence of COVID-19 in

a specific community and local orders regarding opening services, some of our
community partners are experiencing challenges when requested to appoint referrals.
In October 2020, a new process requests the VAMCs to document in a specific manner
their challenges with finding providers to deliver the requested care. This process will
allow for a more standardized way of tracking and following up upon the specific types
of care and provider gaps in the ability to appoint this care.

To provide alternatives to in-person care during the pandemic, VA expanded the use of
telehealth technology in the community provider networks through the Community Care
Network contract and collaborated with community providers nationwide to overcome
barriers to delivering care. VA expanded telehealth reimbursement to be consistent with
a Presidential Order effective March 6, 2020. Providers can bill for telehealth visits at



50

the same rate as in-person visits, initial nursing facility and discharge visits, home visits
and therapy services.'

Montana currently has limited capacity to see Veterans in the community during the
pandemic. Community Care Providers in Montana also are working through backlogs
from the initial COVID-19 shutdown earlier this year. Montana Veterans experienced
delays seeing a Community Care Provider due to this backlog and we are not seeing
an increased capacity being offered to Veterans in lieu of other referrals and case
mixes with private insurance.

Question 9: How does VA ensure that community providers are taking all
possible precautions to keep Veterans free from exposure to COVID-19?

VA Response: VA’s third-party administrators have contractual requirements to monitor
patient safety, clinical quality assurance and quality improvement. VA requires providers
to adhere to all Federal, State and local laws, which would include any COVID-19 safety
precautions. VA uses Peer Review Committees and Potential Quality Incidents to
review potential concerns with patient safety and clinical quality as well as addresses
concems raised by Veterans directly to VA

Telephone Visits

Question 10: According to VA, between January and June 2020, VA conducted 5.8
million additional telephone visits with Veterans compared to the same period in
2019. What steps is VA taking to ensure that Veterans are continuing to receive
high-quality care via the telephone? How does a provider decide if a Veteran
needs to switch fromtelephone appointments to telehealth or in-person visits?

VAResponse: VA assesses appointment type, based on care need, for each episode
of care. VA prioritizes appointments that do not require a physical assessment for
alternative modalities (telephone). Before and throughout the early stages of the
COVID-19 pandemic, VA recognized telephone care and offered it as a patient care
option to address acute and routine healthcare needs. Although facilities adapted to
deliver safe care both in-person and by video, VA implemented specialty care
expansion, VA Video Connect (VVC) visits and telephone care to broaden available
modalities for healthcare delivery.

Licensed health care providers make decisions around modality of care taking into
consideration an individual Veteran’s preferences for care delivery, his or her medical
conditions and the health need being addressed during a visit.

"Trump Administration Makes Sweeping Regulatory Changes to Help U.S. Healthcare System Address COVID-19
Patient Surge,” press release dated March 30, 2020: https:/iwww.cms.gov/newsroom/press-releases/trump-
administration-makes-sweeping-regulatory-changes-help-us-healthcare-system-address-covid-18.
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Although providers identify modality of care in advance of the visit, it is sometimes not
recognized until the telephone visit starts. Accordingly, VA health care providers can
pivot between modalities of care during visits with Veterans. For example, if a provider
decides while speaking to a Veteran over the telephone that the Veteran would benefit
from a different form of care, the provider can switch the Veteran to an on-demand
video visit immediately or make plans for the Veteran to present to the medical center
for safe, in-person care delivery.

Telehealth Video Visits
Question 11: According to VA, telehealth video visits increased 1,132% between
February and June 2020. What is VA learning about Veterans’ satisfaction with

telehealth as well as their providers’ satisfaction?

VA Response: Based on survey results, Veterans generally have positive experiences
with telehealth (Attachment 1).

Attachment 1
Data from FY 2020

Overall Rural

Score % Score %
Telehealth - Aggregated Trust %4-5 %45
1. 1trust Telehealth as part of my overall VA healthcare. 802 811
Telehealth Appointment Scheduling Survey
1. I trust Telehealth as part of my overall VA healthcare, 774 773
%. }\I\'I']aS ti;/len a choice between having my appointment in-person at a VA facility or through 535 57.9

elehealth.

3. 1got my appointment on a date and time that worked for me. 89.6 89.3
4. When scheduling my appointment, 1 was treated with respect. 94.4 94.3
5. It was clear before my appointment what to expect. 83.6 82.9
Telehealth at the Cinic Appointment Survey
1. 1 trust Telehealth as part of my overall VA healthcare. 86.1 86.1
2. After | checked in for my appointment, the clinic staff explained how the video Teleheaith 910 90.7
technology would work in a way that was easy to undersiand.
3. My provider explained things to me in a way that was easy to understand. 943 %40
4. My provider listened to me during the appointment in a caring manner. 94.2 93.8
5. 1 was able to see the provider clearly by video. 94.2 95.1
6. 1 was able to hear the provider clearly by video. 91.1 925
7. The provider made me feel at ease by explaining every step they took during my appointment. 90.9 918
8. Overall, | am satisfied with the video Telehealth visit. 90.0 904
9. After my appointment, | was clear on what my next steps were. 90.7 90.8
10. Telehealth reduces the need to travel long distances in order to meet with my provider, 86.3 85.4
Telehealth at Home or Mobile Appointment Survey
1. 1 trust Telehealth as part of my overall VA healthcare, 82.1 82.1
2. Connecting to my VA Video Connect appointment was easy. 86.2 85.0
3. The VA staff gave me information about connecting to my video Telehealth appointment, 88.7 89.7
4. My provider listened to me during the appointment in a caring manner, 95.3 95.6
5. My provider explained things to me in a way that was easy to understand, 948 949
6. After my appointment, | was clear about my next steps of care. 921 92.6
7. The provider made me feel at ease by explaining every step they took during my appointment. 920 925
8. Telehealth reduces the need to travel long distances in order to meet with my provider. 85.0 86.9
9. 1 was able to see the provider clearly by video. 856 848
10. 1 was able to hear the provider clearly by video. 849 840
11. Overall, { am satisfied with the video Telehealth visit. 83.9 83.2

Telehealth Store & Forward at the Clinic Appointment Survey



52

1. I trust Telehealth as part of my overall VA healthcare. 85.7 84.7
2. | found the exam process to be an easy experience. 91.0 918
3. | felt comfortable during my exam appointment. 92.3 94.1
4.nT e?;tglro\egealth statt explained what would happen to me during the exam in terms | could 90.1 911
5. At the end of my exam appointment, | was told when I could expect my results. 853 83.1
Telehealth Store & Forward at Home or Mobile Appointment Survey
1. ltrust Telehealth as part of my overall VA healthcare. 613 517
2.1 found using my mobile device to capture my image or information to be an easy 574 526
experience.
3. | felt comfortable with using my mobile device to capture my image or information. 600 545
é. The VA staff was helpful when showing me how to set up the tablet or app on my mobile 479 449
evice,
5. Aflter submitting my image or information, it was clear to me when | would expect my 45.0 441
results.
Telehealth Store & Forward Result Survey
1. Htrust Telehealth as part of my overall VA healthcare. 709 722
2. I received my exam resuits in a timely manner. 799 794
3. The VA provider told me my exam results in a caring manner. 783 784
4, The exam results were explained to me in terms | could understand. 78.2 77.9
5. When I needed a follow-up appointment, it was scheduled for me in a timely manner. 725 745
6. 1 felt clear on my next steps after seeing my exam results. 75.1 74.8

Home Telehealth Continuing Patient Survey

1. Itrust Home Telehealth program as part of my overall VA healthcare. 91.8 925

2. If 1 take my vitals, submitting them each day (i.e., blood sugar, blood pressure, weight, etc.) 89.0 89.0
is a simple process.

3.1 know that when { submit my responses to questions and vitals, my Care Coordinator will 91.1 916
review them.

4, | feel safe knowing that my Care Coordinator is monitoring my health., 91.0 91.3
5. During phone calls, the care given by my Care Coordinator put me at ease. 895 90.2

In a survey of 1,607 telehealth providers, 77.4% felt the quality of video care is
equivalent to or higher than in-person care with masks. Phone care received a lower
score of 62.9%. In the same survey, 81.0% of providers felt the efficiency of video care
is equivalent to or higher than in-person care with masks. Phone care received a lower
score of 77.2%. Some telehealth challenges noted by providers in this survey included
adequacy of patient internet connections, patient skills using their device and the
telehealth platform and the need for more local technical support/training for patients.

Question 12: Furthermore, according to VA, as of July 23, rural Veterans have
made about 36% of all telehealth video visits during the pandemic. For some rural
Veterans who may not have appropriate technology background, what steps is
VAtaking to enhance their experience during those initial telehealth video visits?

VA Response: To support teaching Veterans the digital skills required to engage in
video telehealth, VA has a national helpdesk to assist with test calls and technical
troubleshooting. In addition, each VA facility is establishing their own test call program
to ensure ease of access and timely support for video test calls ahead of a Veteran’s
first video visit. In support of these facility efforts, VA is developing a pilot program that
will include student volunteers in the VA Video Connect (VVC) test call process.

VA also continues to expand its connected tablet program. Through this program, VA
may loan a VA-issued iPad to Veterans without internet or technology so they can
connect with VA using telehealth. To enhance the experience of this program, VA is
implementing a device onboarding and education process for Veterans. When Veterans
receive a VA device (e.g., tablet), VA will provide them with education on its use and
functions. Additionally, VA will conduct a test call with the Veterans using the device to
ensure they have the skills needed to connect to telehealth visits.
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VA’s ATLAS pilot intends to address the digital divide in rural and remote areas where
fewer options for connectivity are available. At five Walmart locations and select
Veteran Service Organizations, VA established private rooms with telehealth equipment
and high-speed Internet for Veterans to securely connect to their VA care teams by
telehealth.

VA is partnering with Microsoft to help expand internet access to select rural
communities through their “Airband Initiative.” The Airband Initiative leverages TV
white space for broadband connectivity and offers free digital skilling classes.

Accessing Telehealth Through Local Area Stations (ATLAS)

Question 13: Due to the pandemic, VA appropriately closed each of the current
six ATLAS sites for clinical services. VA is starting to re-open these sites. Since
late June, the ATLAS site in Eureka, Montana, resumed clinical services. How is
VAbalancing public health concerns with the re-opening plans for these sites?

VA Response: All ATLAS sites suspended services in April 2020 during the onset of
the COVID-19 pandemic. With our partners and support from our local VA sites, the
ATLAS Program Team, in collaboration with the VHA’s National Infectious Diseases
Services, created COVID-19 infection and safety precautions and procedures. VA
implemented them at each ATLAS site to keep patients and staff safe. Such procedures
include extra hand hygiene, more frequent disinfection of surfaces and equipment with
medical-grade wipes, use of face coverings and COVID-19 screening prior to an
appointment. The ATLAS Program Team is monitoring the COVID-19 outbreak closely
and will issue additional guidance if needed.

Question 14: is VAplanning to conduct an evaluation on the effectiveness of
current ATLAS sites to support Veterans’ access to health care?

VA Response: VA is conducting a partnered evaluation of ATLAS through the Quality
Enhancement Research Initiative (QUERI) to examine gualitative and quantitative
outcomes as well as Veteran satisfaction associated with the pilot. In addition, the VA
is performing an evaluation of quality of care and experience specifically for care
occurring in ATLAS spaces led by the VA Collaboration Evaluation Center Team and
Veterans’ Experience Office.

My HealtheVet

Question 15: According to VA, from January to June 2020, My HealtheVet, VA’s
patient portal, processed more than 11.2 million prescription refill requests and
managed more than 11.6 million secure messages between Veterans and their
providers. As VA moves forward with the new Cerner Electronic Health Record
{EHR) system at different sites nationwide, what is VA’s plan to integrate My
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HealtheVetwith the new EHR system so that Veterans engaging with the new EHR
could have access also to My HealtheVet patient portal capabilities?

VAResponse: On October 24, 2020, VA went live with the new electronic health record
solution at the Mann-Grandstaff VAMC in Spokane, Washington. VA.gov and My
HealtheVet have begun directing Veterans supported by Mann-Grandstaff VAMC to
the My VA Health patient portal in place of My HealtheVet as part of Go-Live. Veterans
at Mann-Grandstaff VAMC will receive the same patient portal capabilities widely
supported in My HealtheVet, including scheduling and prescription refills.

VA will conduct a full analysis to determine the patient portal configuration that best
supports the long-term needs of VA and ensures the continued strength of the Veteran
experience while respecting taxpayers' dollars. VA will notify Congress once a decision
is made. In the interim, the Office of Electronic Health Record Modermization, in
coordination with the Contracting Officer, directed Cerner to not expend additional
resources in support of an enterprise-wide portal deployment until after development of
the long-term portal requirements.

Information Technology

Question 16: According to VA, as of July 17, VA distributed more than 46,000
iPads to Veterans and providers for accessing and facilitating their telehealth
appointments. How is VA determining which Veterans get iPads? In addition,
what support does VA make available to Veterans and providers receiving those
devices to become more comfortable with telehealth?

VA Response: The newly rolled out Digital Divide Consult establishes eligibility criteria
for Veterans to receive a VA-loaned device through the VA Connected Devices
program, prioritizing a high-risk cohort of Veterans with demographics that include
living over a 60 minute drive to a VA facility, having a mental health diagnosis and
recent hospitalization, among other conditions. The consult enables front-line clinical
teams to identify Veterans in need of a device or connectivity and is supported by
facility social workers. The social workers assist potentially eligible Veterans with an
application to the Federal Communication Commission’s Lifeline program and/or order
for a VA Connected Device.

The Office of Connected Care Helpdesk is available to assist providers and Veterans in
setting up and troubleshooting their device, conducting test calls, etc. The iPads come
with instructions to set up the iPad and how to receive additional support if required.
Furthermore, VA is establishing a Connected Device Support program to provide a
white glove experience to Veterans receiving VA-issued devices (i.e., iPads and
iPhones). The Veteran will receive a call from a technician who will walk the Veteran
through the entire set up of their device and ensure the Veteran feels comfortable using
the device.
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Question 17: What cybersecurity measures is VA taking to safeguard Veterans’
protected health information during their telehealth visits with providers? In
addition, have there been any cybersecurity issues during the delivery of
telehealth services to Veterans since the COVID-19 outbreak?

VA Response: VA Video Connect (VVC) is designed with security and privacy controls
to safeguard Veteran's protected health information during their telehealth visits. VVC
sessions require a room number and PIN. The health care provider has “host controls”
to lock and unlock the session to prevent/allow others from joining the meeting. Health
care providers have full control over the session and have access to the patient
participant list and events and the ability to mute/unmute another participant,
disconnect a participant, disconnect all participants and transfer a patient participant to
another session. VVC does not have a recording feature and does not allow Real Time
Messaging Protocol (RTMP) streaming recording. After the health care provider
disconnects from a session, the session will automatically disconnect patients.

VVC runs on the Pexip platform and benefits from Pexip’s industry-standard encryption

and security protocols to maintain privacy and security. Compliance and certifications
of the Pexip solution include:

+ GDPR(EU Regulation 2016/679) compliance;
¢ ISO/IEC 27001:2013 certification;

¢ U.S. Department of Defense (DoD) Joint Interoperability Test Command (JITC)
certification,

« Federal Information Processing Standard (FIPS) Publication 140-2 compliance;
¢ Health Insurance Portability and Accountability Act (HIPAA) compliance; and
e SOC2/SSAE16 compliant data centers.?

Privacy and cybersecurity incidents have been exceedingly rare with the use of VA
Video Connect. Four potential information security events have been brought to national
attention and investigated since the beginning of COVID. One was related to a process
error at one facility that has been corrected. None have been found related to the VVC
application itself. There was an additional incident involving misuse of a VA data plan
distributed with a VA device. This incident is still under investigation.

2 Security and Privacy with Pexip website: hitps:/Avww. pexip.com/security/security-data-protection.
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The VA Veteran Patient Video Tablets (PVT) and VA Veteran Patient Video Smart
Phones (PVSP) are centrally managed and secured using a Mobile Device
Management (MDM) system which manages mobile devices throughout their entire
lifecycle, from deployment to retirement. The MDM controls all aspects of the assets,
managing applications, content, and settings, thus keeping devices and data safe and
secure. Each device is password protected, encrypted, and is reviewed and approved
by VA Security.

Questions for the Record from Senator John Boozman

Question 1: 1 understand the VA has temporarily allowed telehealth to substitute
for certain required face-to-face visits, such as an initial consuitation and
periodic check-ins, for those patients who need access to diabetes treatment,
such as continuous glucose monitoring (CGM) devices. This approach is indine
with steps other government payors, like Medicare, have taken. However,
Medicare is also exercising enforcement discretion on the remaining coverage
criteria that currently restrict beneficiary access to CGM to facilitate safe and
appropriate patient care during the pandemic. Is the VA planning to take a similar
step? If so, when can we expect an update on the status? If not, whynot?

VA Response: Yes, the VA will follow the Centers for Medicare and Medicaid Services
(CMS) interim final rules applicable to continuous glucose monitoring devices. A
guidance memo, “Relaxation of VA Criteria for Use of Dispensation of Continuous
Monitoring Devices,” was sent to all VISN Directors and Chief Medical Officers on
November 20, 2020 (Attachment 2).
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Attachment 2

Department of Memorandum

Veterans Affairs

Date:

From:

Subj:

November 20, 2020

Assistant Under Secretary for Health for Clinical Services/Chief Medical Officer (11)

Relaxation of VA Criteria for Use of Dispensation of Continuous Monitoring
Devices (VIEWS 03808764)

Veterans Integrated Service Network (VISN) Directors (10N1-23)
Veterans Health Administrations (VHA) Network Chief Medical Officers (CMOs)
(10N1-23)

Assistant Under Secretary for Health for Operations (15) e

1. The Centers for Medicare and Medicaid Services (CMS) issued an interim final
rule that gives individuals and entities that provide services to Medicare,
Medicaid, Basic Health Program, and Exchange beneficiaries needed flexibilities
to respond effectively to the serious public health threats posed by the spread of
the coronavirus disease 2019 (COVID-19), available at:
https://www.cms.govi/files/document/covid-medicare-and-medicaid-ifc2.pdf (see
pages 158-159).

2. VHA leadership hereby agrees with CMS policy to relax the following clinical
indications for all Veterans with COVID-19 with diabetes receiving care in VHA.

3. VHA will not enforce the current clinical indications restricting the type of
diabetes that a beneficiary must have or relating to the demonstrated need for
frequent blood glucose testing in order to permit COVID-19 infected patients with
diabetes to receive therapeutic continuous glucose monitor. This discretion is
intended to permit COVID-19 patients to more closely monitor their glucose
levels given that they are at risk for unpredictable impacts of the infection on their
glucose levels and health. The use of therapeutic continuous glucose monitors
may allow patients to proactively treat their diabetes and prevent the need for
hospital-based diabetic care. Practitioners will also have greater flexibility to allow
more of their diabetic patients to better monitor their glucose and adjust insulin
doses from home by using a therapeutic continuous glucose monitor. This
enforcement discretion will only apply during the Public Health Emergency (PHE)
for the COVID-19 pandemic.
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Page 2.

Relaxation of VA Criteria for Use of Dispensation of Continuous Monitoring
Devices (VIEWS 03808764)

4. Should you have further questions, please have a member of your staff
contact Leonard Pogach, MD, MBA,; National Program Director, Endocrinology
and Diabetes, Specialty Care at 202-461-7153 or at leonard.pogach@va.gov.

Kameron Leigh Matthews, MD, JD, FAAFP
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Questions for the Record from Senator Marsha Blackburn
Telemedicine Expansion

Question 1: VHA’s reopening strategy indicates a strong prioritization of
telemedicine services and continued expansion for virtual care modalities. Has
VA adopted a roadmap with established milestones and time-bound goals for
telemedicine expansion?

VA Response: Pre-COVID-19, VA had a Connected Care strategic plan in place. VA
currently is developing a new five-year plan that will incorporate the exponential digital
expansion VA achieved during the pandemic and the transformation trajectory VA is
setting for the future (completion date pending).

Question 2: In what specific ways is VA coordinating to manage resources, meet
objectives and mitigate risks?

VA Response: In association with the development of its five-year strategic plan, VA
also is developing operating plan metrics and milestones for the organization that will be
tracked in a national online database.

Question 3: How is VA measuring success as it expands telemedicine services?

VA Response: VA tracks and monitors the volume of virtual care encounters across all
modalities over time. VA also tracks Veteran satisfaction and provider satisfaction with
telehealth. Additionally, VA partners with evaluation and research teams to identify more
specific clinical insights from its services.

Question 4: In what ways is VA capturing the Veteran and provider experience
through telemedicine to ensure high quality of care?

VA Response: VA uses seven different surveys to capture Veteran experience data for
multiple aspects and types of telehealth Veteran appointments. VA captures survey
information for aspects of scheduling and then completion of the appointment for all
three telehealth modalities (synchronous, asynchronous and remote patient monitoring).
Since January 2020, VA sent over 290,000 surveys and received approximately 50,000
responses (17% response rate). Note: These figures include all three modalities.
Additionally, VA uses similar methodology to solicit feedback from providers who use
telehealth for patient care. VA sends surveys to novice and experienced telehealth
providers about their experience providing telehealth services. Since January 2020, VA
sent approximately 32,000 surveys and received approximately 3,500 responses (11%
response rate).
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Telecommunications Agreements

Question 5: The CARES Act includes a provision that allows VA to enter into
short-term agreements with telecommunications providers to expand services for
isolated Veterans. In April, | signed a bi-partisan letter with my fellow committee
members encouraging the VA to fully implement this necessary authority, which
took VA several months to initiate action.

Question 6: How many telecom partnerships has VA entered into using the
CARES authority to date?

VA Response: T-Mobile, Verizon, Sprint (now owned by T-Mobile) and SafeLink by
TracFone are supporting Veterans’' connections through video and VA Video Connect
(VVC) by zero rating the VVC application. Zero rating prevents Veterans from being
charged for data while using VVC on the carrier's network.

For Veterans living in broadband-poor areas, the ATLAS pilot offers Veterans the option
of private telehealth appointment space equipped with high-speed internet and
telehealth-compatible technology. These stations allow Veterans to access their VA
care more easily, thus reducing the need for trave! or for home broadband. In response
to local interest from telecommunications partners in Kansas following passage of the
CARES Act, VA stood up a Tiger Team. The Tiger Team identified non-VA locations in
Kansas that might be a good fit for ATLAS, which resulted in identification of Golden
Belt Telephone Company whose intent is to partner with the Heart of Kansas healthcare
facility on an ATLAS location.

Question 7: What barriers exist when collaborating with commercial partners
that have identified solutions for the VA?

VA Response: The problem posed by the digital divide is broad in scope. Numerous
telecommunications companies serve, or potentially serve, the Veterans who need
internet connections and technical support. Attempting to develop contractual
relationships with numerous telecommunication companies on behalf of Veterans poses
workforce, logistical, contracting and legal barriers for the VA that the CARES Act does
not solve. As an alternate approach, an internet benefit could go directly to Veterans
through the Federal Communication Commission’s LifeLine program or a new offering.
Placing choice and control in the hands of the Veteran would alleviate the logistical
challenges of contracting with numerous companies, enable the Veteran to own and
control their service and incentivize internet service providers to compete for the
Veteran market.
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VistA

Question 8: 1 am aware that due to the COVID-19 response, the EHRM process
has largely been put on hold. When do you anticipate the VA to establish
new implementation timelines for the Cerner Genesis EHR rollout?

VA Response: Due to COVID-19, The Office of Electronic Health Record
Modernization (OEHRM) immediately shifted to a non-intrusive posture while
continuing to advance its mission to the greatest extent possible without
compromising the health and safety of Veterans and clinicians.

Based on COVID-19 impacts, VA revised the EHR modernization deployment
strategy, while preserving the 10-year deployment timeline and the overall life cycle
cost estimate. The revised deployment timeline was submitted to Congress on
August 7, 2020. On August 21, 2020, VA successfully launched the new patient
appointment tool at the VA Central Ohio Healthcare System. Additionally, on October
24, 2020, VA successfully launched the new EHR solution to Mann-Grandstaff VA
Medical Center, West Consolidated Patient Center and the associated Community
Based Qutpatient Clinics.

Question 9: As the transition from VistA to Gensis progresses, and given
that about 30% of VistA (the non-EHR functionality) will continue to provide
critical support across the VA, what is VA’s current plan to manage the
individual interoperability requirements at each site prior to go-ive?

VA Response: VA is committed to fulfilling the continued requirements of information
assurance, development, enhancement and modernization of the Veterans Health
Information Systems and Technology Architecture (VistA) to ensure the continuity of
interoperability as the transition to Cerner Millennium progresses. As VA replaces
VistA capabilities, VA will track milestones and coordinate with local leaders and
technical experts. VA migrated and will continue to migrate data to support the
transition. VA will not remove or inactivate VistA components until VA receives
positive confirmation that no interoperability impacts will occur.

Cutover to Cerner Millennium Capability set 1.1 at the Mann-Grandstaff VA Medical
Center occurred the weekend of October 25, 2020. VA originally scheduled the
cutover for Spring 2020; however, it was delayed due to COVID-19. VA coordinated a
site- specific plan across VA and successfully implemented it to support cutover
activities in transitioning to the new Electronic Health Record solution. VA will pilot and
validate the initial VistA Transition Plan based on lessons learned before finalizing and
providing it to Committee staff.

VA OIT staff will continue to pilot and validate the initial VistA Transition Plan, which
will be made available early January 2021.
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Questions for the Record from Senator Mazie Hirono

Questions to Dr. Kevin Galpin, Executive Director of Telehealth Services,
Veterans HealthAdministration

Question 1: During the hearing you referenced a survey of Veterans’ satisfaction
in using telehealth. Could you please provide anydata you have from that survey
that is specific to Veterans in Hawaii, or in the VA Pacific Islands Health Care
System more broadly?

VA Response: Attached is the data from the survey mentioned during the hearing that
is specific to Veterans in Hawaii (Attachment 3).

Question 2: The MISSION Act included a provision | championed to allow
VA providers to provide telehealth services to veterans across State lines.

Question 2a: How many providers have used that new authority?

VA Response: From June 2018 through September 2020, 35,074 providers used that
authority to provide care to Veterans across State lines.

Question 2b: How many Veterans have been served under that new authority?

VA Response: From June 2018 through September 2020, 118,483 Veterans have
been served under that authority.

Question 3: The VA is prohibited under law from providing care to Veterans in
foreign countries, which includes the Freely Associated States.

Question 3a: How many Veterans each year travel from the Freely Associated
States to the United States to access VA health care?

VA Response: VA does not track Veteran travel from the Freely Associated States to
the United States for the purpose of accessing care. We can note in FY 2019, 94 VHA
enroliees were from the Freely Associated States. Fewer than 10 of these individuals
used VHA care in FY 2019.

Question 3b: If there was a statutory change that would permit it, has VA
considered the feasibility of providing telehealth to Veterans in the Freely
Associated States? If so, what are additional barriers or challenges beyond the
statutory prohibition?
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VA Response: As you know, this is a highly complex issue, and VA is conducting an ongoing
high- level bi-weekly Pacific Campaign Working Group Meeting to address concerns of Veterans
in the Freely Associated States. The prospect of VA furnishing international telehealth services
has been included in these and other internal VHA discussions; however, this topic poses a
myriad of legal and clinical obstacles, even assuming there was new legal authority that would
provide authority to VA providers to do this. It is alsolikely there are concerns not yet identified.
For instance, VA providers must stifl be licensed in a state to practice in the VA health care
system. As a result, this topic gets entangled with medical, nursing and other health care state
licensure laws. Another keyconcern is if VA were to have such a statute permitting international
telehealth, it is foreseeable that foreign countries or foreign providers would demand reciprocity in
this regard and that is a significant matter for not only VA but also for the states and our country at
large. Again, this is a highly complex topic, and we surmise this is why we donot see private
sector providers doing this as part of their practices.
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Questions for the Record from Senator Kyrsten Sinema

Questions for Dr. Kameron Matthews, Assistant Under Secretary for Health for
Community Care, Veterans Health Administration

Question 1: There are very pronounced challenges for Veterans experiencing
homelessness to receive care, particularly during this pandemic when VA is
largely relying on telehealth for non-urgent medical appointments. For these, the
need for access to mobile devices and broadband can be a very real challenge to
accessing telehealth. What steps has VA taken to ensure Veterans experiencing
homelessness can receive the care theyneed during this time?

VA Response: As VA homeless programs rapidly mobilize resources and strategies
tomove Veterans into independent, permanent housing and hotels/motels to promote
physical distancing, technology is vital to prevent these vulnerable Veterans from
becoming socially isolated, which may trigger or exacerbate mental health symptoms.
Technology also provides a mechanism to ensure Veterans remain engaged with
homeless programs providers to monitor safety and wellbeing, participate in
preventative health care, attend virtual groups and recovery programs and conduct
virtual housing and job searches.

Recognizing the need for these technologies, VA is increasing capacity in its homeless
programs by expanding telehealth and telecommunications capabilities. The CARES
Act specifically requires VA to ensure telehealth capabilities are available during a
public health emergency for case managers of, and homeless Veterans participating
in, Housing and Urban Development—VA Supportive Housing (HUD-VASH). In
response to this requirement, the VA’s Office of Connected Care (OCC) and Homeless
Programs Office (HPO) are collaborating to ensure HUD-VASH case management
team members have the equipment necessary to provide telehealth services. An initial
assessment of provider equipment needs resulted in procurement and distribution of
over 2,800 pieces of telehealth technology equipment (iPads, webcams, speakers,
monitors and headsets).

At the end of April 2020, VA obtained authority to purchase smartphones and data plans
using appropriated funds for Veterans, and in June 2020, received $17 million in
CARES Act funding to purchase approximately 50,000 disposable smartphones with
unlimited data plans for Veterans in VA homeless programs. To date, HPO shipped
approximately 20,000 phones to VA medical center homeless programs, with
additional phones available to ship upon local completion of assessed need in Quarter
1 FY 2021. Additionally, OCC procured iPhones for Veterans participating in HUD-
VASH and implemented the "Digital Divide Consult,” a process for VA care teams to
order these iPhones for shipment to Veterans. These iPhones are loaned devices
managed and maintained by OCC.
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Question 2: As the COVID-19 pandemic continues, the impact of social isolation
on the mental health of Veterans concerns me. With VA’s public health approach
to address Veteran suicide, how are you working with your Community Care
partners to help identify and support at-risk Veterans?

VA Response: Although there is no predictive analytic model data for Veterans who are
not receiving VHA care, VA develops training materials and offers consultation
services for community care providers. A few recent highlights include the VA Lethal
Means Safety Training Course, which the VA recently updated, and it is now available
in VA’s Talent Management System and the external facing educational site, TRAIN.
VA

S.AV.E. suicide prevention training also is available for community providers. Further,
VA also provides consultation services to any provider serving Veterans to assist with
suicide risk management through the VA Suicide Risk Management Consultation
Program. This consultation program also offers postvention consultation and support to
any VA or community provider affected by a Veteran suicide. The following list gives
several resources to provide support to our community provider colleagues as they
provide services to Veterans across the Nation.

e Community Provider Toolkit: This toolkit supports the behavioral health and
wellness of Veterans receiving services outside the VA health care system. More
information is available at
hitps:/iwww.mentalhealth.va.gov/communityproviders/index.asp.

s Veteran Outreach Toolkit: The Veteran Outreach Toolkit is an online guide for
people and organizations who are hosting events and interacting with Veterans.
More information is available at
https:/fwww.va.gov/ve/docs/outreachToolkitPreventingVeteranSuicidelsEveryone
sBusiness.pdf.

s S.AV.E. Training Video: An online suicide prevention training video launched in
collaboration with PsychArmor Institute. The fraining video is designed to help
equip anyone who interacts with Veterans to demonstrate care, support and
compassion when talking with a Veteran who could be at risk for suicide. The 25-
minute training video is available for free at: hitps.//psycharmor.org/courses/s-a-
v-el.

» VA’s Social Media Safety Toolkit equips Veterans, their families, and theirfriends
with the knowledge needed to respond to social media posts that indicate a
Veteran may be having thoughts of suicide. You can download it for free at:
www.mentalhealth.va.gov/suicide_prevention/docs/OMH-074-Suicide-
Prevention-Social-Media-Toolkit-1-8_508.pdf.
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¢ Unitingfor Suicide Postvention: This website provides resources and support for
everyone touched by suicide loss:
https:/iwww.mirecc.va.gov/visn19/postvention/.

« Short Takes on Suicide Prevention Podcast Series: This series by the Rocky
Mountain Mental lliness Research, Education and Clinical Center (MIRECC)
interviews leaders in the field of suicide prevention to make their research
available to everyone. Download the podcasts at
hitps:/iwww.mirecc.va.gov/visn19/education/media/.

VA shares other information with community providers on a variety of topics as a result
of the pandemic. VA offers training for clinicians through VA’s Extension for Community
Healthcare Outcomes. These regular sessions include information on a variety of
clinical topics. We also provide information to providers via the VA Community Care
website® and on the Rural Health Information Hub website.? VA also offers free training
to community providers, including training on posttraumatic stress disorder and military
sexual trauma, via the Public Health Foundatior’'s TRAIN website. 5

Question 3: VA has previously stated that this ramp up in telehealth is here to
stay. As VAresumes normal pre-COVID-19 operations how is VA determining the
appropriate mix of VA and community care in terms of telehealth and in-person
care now and in the future?

VA Response: VA continues to determine health care delivery and all its components
(timing, location, modality and internal to VA or in the community) clinically at the time of
care request and at the time of the care delivery. These decisions take into
consideration an individual Veteran’s preferences, eligibility criteria for community care,
medical conditions and the specific need addressed during a visit. For example, VA
prioritizes appointments that do not require a physical assessment for alternative
modalities (telehealth, telephone and electronic consultation) over in person care, if
accepted by the Veteran. Although facilities adapted to deliver safe in-person care, VA
continues to implement specialty care expansion VA Video Connect (VVC) visits and
telephone care to broaden available modalities for healthcare delivery. Given the
continued growth of telehealth due to the COVID-19 pandemic, VHA plans to continue
leveraging this care when appropriate and at the preference of the Veterans moving
forward.

As VA resumes normal pre-COVID-19 operations, we are empowering Veterans to
choose the type of care best for them. Referral Coordination Teams (RCT) clinically

3*COVID-192 Guidance for Community Providers” VA website at
hitps:/ivww.va.gov/COMMUNITYCARE/providers/COVID-19_Guidance.asp.

4“Rural Healthcare Surge Readiness: Resources,” Rural Health Information Hub website at
hitps://iwww. ruralhealthinfo.org/healthcare-surge-readiness/topics/resources.

5 TRAIN Learning Network website at https:/iwww. train. org/mainfwelcome.
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review referrals received for community care eligibility and appropriate care modalities,
including e-consults, in-person, virtual care or telephone care. The RCT has a
discussion with the Veteran to review all clinically appropriate internal and community
care options and the Veteran chooses a preference of where and how to receive care.
If a Veteran opts for community care, the Veteran may receive that care either in-
person or via telehealth, depending on the community provider availability. In all cases,
it is the Veteran’s choice of how they are most comfortable receiving their care.

Question 3a: How is the VA currently engaging Community Care partners to
expand their telehealth capacity?

VA Response: In the face of the national emergency, VA expanded the use of
telehealth technology in the community provider networks through the Community Care
Network (CCN) contract and collaborated with community providers nationwide fo
overcome barriers to delivering care. VA provided telehealth through authorized care
referrals and through the urgent care/walk-in clinic benefit. VA is following the Centers
for Medicare and Medicaid Services (CMS) guidance for reimbursement of telehealth
visits to community providers. in CCN contracts in Regions 1-4, VA allows the third-
party administrator to submit written Waiver Requests to VA to request the use of
telehealth services to meet Network Access standards. In the CCN contract awarded to
TriWest Health Care Alliance on October 1, 2020 for Region 5/Alaska, there is a
requirement o provide telehealth services and consultations for Neuropsychology and
Rheumatology at a minimum. Telehealth providers must be licensed in the State of
Alaska, and the telehealth solution must comply with alt Federal and State laws and
regulations, including HIPAA. Telehealth services and consultations in Region 5 must
be able to operate within the unique internet connectivity, broadband access, and
geographic challenges presented in Alaska.

Question 4: How is the VA currently leveraging other digital health solutions, like
remote monitoring and digital therapeutics, to address chronic conditions? Does
the VA have a comprehensive strategy on digital health in place?

VA Response: For FY 2020, the Office of Connected Care’'s Remote Patient
Monitoring-Home Telehealth (RPM-HT) provided over 140,000 Veterans across VA
with an average daily census of approximately 70,000. At a national level, just over 60
percent of those Veterans enrolled were patients classified as Non-Institutional Care
who are at risk for long term care placement and hospitalizations due to chronic, co-
morbid diseases such as Heart Failure, Hypertension, Diabetes and Chronic
Obstructive Pulmonary Disease as well as mental health monitoring.

The RPM-HT program applies care and case management principles to coordinate care
using health informatics, disease management and technologies such as in-home and
mobile remote patient monitoring, messaging and/or video technologies. The best
candidates for these programs and activities are Veterans who are in post-acute care
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settings, high-risk Veterans with chronic disease or Veterans at risk for institutional long-
term care. The goal of Home Telehealth is to improve clinical cutcomes and increase
access to care while reducing complications, hospitalizations and clinic or emergency
room visits. VA currently is planning for the re-solicitation of the current contract
awarded to two vendors which ends February 2022. VA incorporated continued
innovative strategies and technologies into this planning based on extensive market
research and customer feedback.

Question 5: The CARES Act included a provision for VA to enter into agreements
or contracts with telecommunications companies to provide or subsidize fixed or
mobile broadband to Veterans to provide tele-mental health for the duration of the
public health emergency. Please provide a status update on these efforts and
plans for future expansion, specifically to support rural, low- income, and other
un- or underserved Veteran communities.

VA Response: Through CARES Act funding, VA established a “Connected Phone” pilot
for Veterans enrolled in Housing and Urban Development-Veterans Affairs Supportive
Housing (HUD-VASH), connecting these Veterans with a smartphone and the option of
virtual care. The VA loans these smartphones to HUD-VASH Veterans and the Office of
Connected Care manages them. In addition, the VA Office of Homeless Programs
established a disposable phone program for homeless Veterans using CARES Act
funding.

The Office of Connected Care also uses CARES Act funding to expand its loaned tablet
program. Through this program, VA-loaned tablets issued to Veterans through the
Digital Divide Consult are cellular enabled either through a T-Mobile or Verizon plan
paid for by VA. The option of two mobile carriers permits optimization of coverage
depending on the Veteran’s geographic location. Currently, over 50,000 tablets are in
circulation. As additional resources become available for subsidizing connectivity for
Veterans, VA will modify the Digital Divide Consult to reflect the opportunities over time.

For Veterans living in broadband-poor areas, the ATLAS pilot offers Veterans the option
of private telehealth appointment space equipped with high speed internet and
telehealth-compatible technology. These stations allow Veterans to more easily access
their VA care, thus reducing the need for travel or for home broadband. In response to
local interest from telecommunications partners in Kansas following passage of the
CARES Act, VA stood up a Tiger Team and identified non-VA locations in Kansas that
might be a good fit for ATLAS. This effort resulted in identification of a site that is
currently confirming space, equipment and staffing resources necessary to serve as an
ATLAS site. Across the country, expansion of ATLAS sites is underway for FY 2021.
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Questions for Dr. Kevin Galpin, Executive Director of Telehealth Services,
Veterans Health Administration

Question 1; How is VA engaging caregivers virtually during this time, to ensure
they remain included given their vital importance to the health of the Veteran?

VA Response: VA Social Workers focus on assisting Veterans, their families and
caregivers in resolving Social Determinants of Health (SDOH) challenges to health and
well-being. In response to the pandemic, VA Social Workers increased the use of
approved virtual platforms, including VA Video Connect (VVC), to Veterans and
caregivers for deficits in key social determinant of health domains and provide social
work interventions including psychosocial support, therapeutic interventions and
referrals to VA and community-based resources. Social Workers also use technology
to conduct clinical video interventions including caregiver support groups, individual
and family therapy, advanced care planning and case management.

Virtual contact with caregivers and Veterans has been a smooth transition for the
Caregiver Support Program (CSP), because CSP has been using virtual modes of
communication for some time, for example, telephone (individual and group
support/education), VVC, My HealtheVet (MHV), conventional mail and newsletters. Up
to October 1, 2020, VA contacted caregivers in the Program of Comprehensive
Assistance for Family Caregivers (PCAFC) at least quarterly, and more often as
needed. VA allowed these contacts in person, by VVC or by phone; however, with
COVID-19, most visits are by phone or VVC.

Telephone use for support groups occurs locally and nationally. The Caregiver Support
Line (CSL) hosts monthly education group sessions by telephone. Caregivers may
make comments and ask questions on these calls. Another resource is the Peer
Support Mentoring (PSM) Program. PSM strengthens relationships between
caregivers, provides an opportunity for networking and empowers caregivers to help
one another. VA encouraged PSM as an in-person program, but it transitioned well to
become a virtual program. In addition, the PSM Program Manager holds and hosts a
telephone support group quarterly with different topics to support Spanish-speaking
caregivers.

Several other educational programs are available virtually, as well as information
offered on the website https://www.caregiver.va.gov/. Caregivers also may call the
CSL at 1-855-260-3274 and speak with a clinical social worker.

Question 2: What feedback are you collecting from caregivers to understand
their participation and experience with VA telehealth, and how are you using
those data to improve telehealth protocols fo be inclusive to caregivers?

VA Response: The Office of Connected Care Remote Patient Monitoring-Home
Telehealth (RPM-HT) program has a long history of supporting caregivers in the home.
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Frequent assessments using the Caregiver Burden Scale, documented in the Veteran’s
electronic Medical record, assists the RPM-HT Care Coordinator in determining specific
caregiver needs and suitable interventions to support the Veteran and caregiver. RPM-
HT discussed development of a specific caregiver experience survey tool and it is in
process for these programs.

RPM-HT established four workgroups (training, mentoring, partnerships and marketing)
to properly publicize and educate Caregiver Support Program staff and caregivers on
use of VA Video Connect (VVC). RPM-HT held two national virtual trainings with 1,300
attendees logged on. RPM-HT selected Caregiver Support Program staff from each
VISN and trained then on the use of VVC to provide support to caregivers. RPM-HT
held weekly technical support calls and initiated a “buddy system” to mentor other
Caregiver Support Program staff as the program rolled out nationally to support and
care for our Veterans’ caregivers.

From April 1, 2020 to September 30, 2020, 519 Caregiver Support Coordinators or
other caregiver support staff used VVC for at least one caregiver encounter. InFY
2020, Q2-Q4, 12,398 caregiver encounters completed via VVC, of which 10,197 were
unique.

Question 3: What is VA’s capacity to continue a robust telehealth option in the
future? Do you need anyadditional authorities from Congress to do so?

VA Response: VA has tremendous potential to maintain a robust telehealth program
for Veterans. However, there is one area where authorizing legislation would help VA
better serve Veterans through teleheaith.

VA MISSION Act of 2018, Section 151, “Licensure of Health Care Professionals of the
Department of Veterans Affairs Providing Treatment via Telemedicine,” enables VA-
employed healthcare professionals with an active, current, full, and unrestricted
license, registration, or certification in any State to care for Veterans regardless of the
location of the health care professional or the Veteran, if the covered health care
professional is using telemedicine to provide treatment to the individual. The authority
provided within Section 151 has been the foundation for the VA “Anywhere to
Anywhere’ telehealth initiative and has proven critical to its recent telehealth success.

However, the current definition of covered health care professionals in the VA
MISSION Act does not include qualified VA healthcare professionals without an active,
current, full and unrestricted license, registration or certification in a State. Examples of
such health care professionals are trainees, mental health professionals working under
supervision of another VA health care professional or health care professionals who
don’t require a State-based credential. Expanding the definition of health care
professionals in the MISSION Act would enable VA to use all its health care
professionals to deliver, or help deliver, telehealth services.
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VA testified on this topic before the House Veterans’ Affairs Health Subcommittee
on July23, 2020, in the context of commentaryon H.R. 3228:

The proposed legislation would expand the definition of Covered
Health Care Professional to authorize a health professional trainee to
participate in telemedicine in accordance with 38 U.S.C. § 1730C
when working under the clinical supervision of a VA health care
professional licensed, registered, or certified in a State.

VA supports the bill as written because it would enhance services to
Veterans and support VA’s critical education mission by clearly
authorizing the participation of health care professional trainees in
telehealth, irrespective of location in a State, if under appropriate
supervision by a VA employed health care professional who is
licensed, registered, or certified in a State. However, we would like
the Committee to consider further expanding the definition of health
care professional to include health care professionals who meet VA
qualification standards but are not licensed, registered, or certified in
a State and health care professionals who are employed by VA and
working under the clinical supervision of a fully qualified health care
professional and who are required to obtain a full and unrestricted
licensure, registration, or certification, or meet qualification
standards within a specified time frame. Expanding the definition of
health care professional in this way would enable VA to integrate
telehealth into the capabilities of all VA health care professionals,
positioning VA to best leverage all its clinical assets in support of
access and Veterans’ care. We would be happy to work with the
Committee to provide technical assistance.

Question 4: What demographic analysis is VAdoing to understand telehealth
usage across different communities both pre- and post-COVID?

VA Response: VA reviews and analyzes telehealth workload activity. This analysis
includes a review based on age, gender, race and rurality demographics, pre- and post
COVID-19. The VA also initiated Health Services Research and Development Service
(HSRD) efforts to complete a more robust review and analysis of minority Veteran data.

Question 4a: What is the rate of usage among women Veterans, minority
populations, Tribal communities and rural communities as compared to other
populations and how has it been changing over time?
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VAResponse:

Women Veterans: In the figure below, for FY 2020, the percentage of female
Veterans receiving telehealth started to exceed the percentage of female Veterans
using VHA as a whole and continues to grow.

EOFY 19 EOFY 19 FY 20 FY 20 EOFY20 EOFY 20
National % in CVT = National thruMay National % in CVT
% & SFT ¢ % thru % & SFT

May

Other Populations:

EOFY 19 EOFY 19 FY20 FY20thru EOFY20 EOFY 20
National % in CVT National May % in  National % in CVT

% & SFT % thru CVT & % & SFT
\EW SFT

American
Indian or
Alaskan
Native
Asian 1.09% 0.83% 1.13% 1.15% 1.14% 1.28%
African 16.50% 15.50% 17.27% 18.09% 17.03% 19.44%
American
Declined to 11.14% 5.84% 9.20% 6.45% 9.97% 6.94%
answer or
unknown
Multiple 0.85% 0.95% 0.89% 1.07% 0.89% 1.08%
Native 0.85% 0.90% 0.87% 0.98% 0.88% 0.98%
Hawaiian or
other Pacific
Islander
White 68.75% 75.00% 69.85% 71.35% 69.30% 69.46%

6 Synchronous Clinical Video Telehealth (CVT) uses real-time, interactive videoconferencing to enable providers to assess, treat, and
provide care to patients remotely. Synchronous Telehealth connects a provider with a patient at a different location, whether that is
in a clinic, in the hospital, or in the patient’s home or another non-VA location. Asynchronous Store and Forward Telehealth (SFT)
care is provided through a clinical consultation and enables providers to communicate about a patient encounter through a defined
information technology platform. This platform enables documentation of the patient encounter and associated clinical evaluation
within the patient record.
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Rural: During COVID, more Veterans living in urban areas began using telehealth and
this cohort became a growing proportion of the total Veterans using telehealth.
Although the proportion of rural telehealth thus inevitably decreased, the actual volume
greatly increased in number of rural Veteran users and the number of rural telehealth
visits.

Rural, Highly Rural and Insular Island
FY 19 EOFY 19 FY 20 FY 20thru EOFY20 EOFY 20
National% % in CVT  National May % in  National % in CVT

& SFT % thru % & SFT

32.90% 45% 33.85% 35.92% 33.56% 32.14%

Question 4b: How are you using these data to inform (1) outreach to populations
who can most benefit from telehealth, (2) expansion of telehealth services and (3)
actions to decrease barriers to access?

VA Response: At the onset of the COVID-19 pandemic, the Office of Connected Care
(OCC) initiated outreach efforts to promote the availability and expansion of Veteran
access to care through virtual technologies. OCC raised Veterans’ awareness for
accessing telehealth services through a wide range of communication tools that include
website postings, webinars, published news articles, media interviews and blog and
social media postings. Here are afew examples:

o Updated the “What's New” section with virtual tool resources for Veterans:
https:/mwww.connectedcare.va.gov/whats-new/technology/protect-yourself-covid-
19-va-virtual-tools.

e Contributed content to VA.gov Coronavirus FAQs which include information on
telehealth and other virtual tools: https://www.va.gov/coronavirus-veteran-
frequently-asked-questions/.

e Shared articles and content on My HealtheVet, VA’s Veteran portal, with over 5
million registered users. Informative articles were posted 23 times from March -
October 2020, on a range of COVID-19 topics. Examples of these articles are:

o 98§8§s VA Care from Home (March 23, 2020) and updated (August 25,

o Coronavirus: What Veterans Need to Know (March 25, 2020).
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o Appointments: Should You Reschedule? (October 6, 2020).
o Mask UpWinter is Coming (October 20, 2020).
Published newsletter articles:

o AllMy HealtheVet articles were promoted in the My HealtheVet newsletter
(d:strab)uted to almost 1million subscribers biweekly in March - October
Issues).

o Vet Resources newsletter included VA Video Connect (VVC) article and link
to ubl}g segv;ce announcements (distributed to approximately 8 million
subscribers).

The OCC leadership hosted or participated in several webinars, for example:
Telehealth webinar with the Elizabeth Dole Foundation and Philips (April 16,
2020) was open to Veterans and caregivers.

Other communication vehicles:

o Posted external Veteran-facing blogs.

o Numerous Twitter social media postings from March to October 2020.

o) Qevelor[.])ed information flyers in support of COVID-19 management for
eterans.

Actions to decrease barriers to access:

o In accordance with the VA MISSION Act of 2018, Section 401, the Office of
Veterans Access to Care developed an underserved program for Veteran
Integrated Service Networks (VISN) to identify and develop plans to address
health care in underserved areas with respect to primary care and mental
health care. The Office of Veterans Access to Care created the program in
collaboration with VISN leadership, VA Central Office leadership, Health
Resources Services Administration (HRSA), VA Health Services Researchers
and national leaders in mental health, primary care and rural health.

o Based upon an understanding of HRSA's definition of "underserved" and
feedback from stakeholders, VA established criteria and created a statistical
model to identify underserved facilities in primary care and mental health
services. ldentification of underserved areas is not limited to rural areas but
can also classify urban and metropolitan areas as underserved. The criteria to
designate VA Medical Centers, ambulatory care facilities and Community
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Based Outpatient Clinics of the VA as underserved facilities is reviewed and
updated annually based on feedback from stakeholders. Each year, VA
submits a Congressionally Mandated Report (CMR) containing the criteria to
identify underserved facilities and action plans detailing the strategies that
underserved medical centers and networks will use to improve access to care
at their facilities.

o To reach out to underserved communities, VA is taking strides to bridge the
digital divide for Veterans who lack the technology or broadband internet
connectivity required to participate in VA telehealth. VA currently distributed
more than 50,000 cellular-enabled tablets to Veterans across the country, and
VA partnered with major wireless carriers including Verizon, T-Mobile,
Safelink by Tracfone and Sprint (now owned by T-Mobile) to support
Veterans’ access to VA telehealth services.

o VA also implemented a clinical resource hub in each VISN, staffed by primary
care and mental health care providers who can deliver care remotely via
telehealth to underserved facilities and communities.

Question 4c: Women Veterans who may not feel comfortable accessing care at
VA facilities might be more willing to receive that care via a telehealth
environment. What research are you conducting to assess whether women
Veterans prefer telehealth appointments to in-person care and how are you
incorporating that research into your telehealth expansion plans?

VA Response: A survey, designed by the Veterans Experience Office in partnership
with VA Telehealth Services to inquire about Veteran experiences during the COVID-19
pandemic, asked Veterans about their appointment preferences (video to home, phone
or in-person). For Veterans completing video to home visits during the COVID-19
pandemic, 36.2% of female Veterans preferred video telehealth compared to 27.7%
male Veterans.

To better understand outcomes and preferences when it comes to care delivered
virtually, VA is funding several research projects that VA’'s HSR&D teams will conduct to
inform a deeper understanding of the users and non-users of telehealth, Veteran
experiences including those of women Veterans, as well as ongoing development of
virtual care tools, implementation and expansion of virtual care at VA.
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Questions for Dr. Thomas Klobucar, Executive Director, Office of Rural Health,
Veterans Health Administration

Question 1: In response to my question regarding how VA is addressing concerns
Veterans may have about felehealth appointments, you outlined several
initiatives to survey Veterans who have engaged with telehealth services in some
form to receive feedback. What data are you collecting from Veterans who have
engaged with telehealth services to better understand perceived or actual
barriers to using telehealth for this population?

VA Response: Using the VSignals reporting structure, VA can break down Veteran
satisfaction by rurality (Attachment 4). The attached document contains Veteran
satisfaction by rural and highly rural. VA can compare this data to overall Veteran
satisfaction scores.
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SVAC 7.29.2020

Telehealth Hearing Deliverables

HIRONO: | was just listening to you, Dr. Galpin, talking about surveying
veterans. Have you surveyed any veterans in Hawaii, as to how they feel about

telehealth?

GALPIN: | am fairly positive we have. We distribute surveys after our video
visits. | don't have the breakdown here, but we can provide a breakdown, |
think it's by visiting a facility. So, we can certainly get that information to you.

Response: The attached spreadsheet contains the survey breakdown for
Veterans served in Hawaii for January — July 2020.

State or
Territory
All

AK

AL

AR

AS

AZ

CA

co

(o)

DC

DE

FL

(c].

Video Telehealth Visits to Home or Offsite Location

FEB —FY20 JUL-FY20 % Increase
41,425 657,545 1487%
27 882 3167%
941 8,061 757%
173 5,238 2928%
1 48 4700%
1,161 22,633 1849%
3,569 61,819 1632%
754 6,622 778%
247 4,310 1645%
542 4,224 679%
193 2,209 1045%
3,350 91,425 2629%
1,535 30,318 1875%
56 641 1045%
550 4,201 664%
664 4,842 629%
266 2,173 717%
951 10,373 991%
725 8,174 1027%
254 5,388 2021%
814 7,408 810%
228 5,081 2129%
677 13,832 1943%
542 5,501 915%
293 2,590 784%
1,153 12,974 1025%
616 7,506 1119%
600 12,584 1997%
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92 3,724 3948%
143 977 583%
1,031 16,310 1482%
189 1,028 444%
155 2,594 1574%
99 2,589 2515%
432 8,299 1821%
123 3,391 2657%

2. CASSIDY: Then let me ask you one more question. Dr. Galpin, one more thing.
I'm a gastroenterologist, | think | knew at one time the VA required somebody to
drive in to be consented; even if they lived 100 miles away, they have to drive in,
get consented, return home, and come back for the colonoscopy. It seemed
veryimpractical as anyone who's taken a colonoscopy prep can imagine. So, the
question is, will VA regulations allow people to be consented for a procedure like
colonoscopies remotely by--by a telehealth visit, as opposed to having to drive
in?

GALPIN: | believe the answer is yes to that. But | need to check back to

make sure I'm being consistent with the regulation, but yes, | believe the answer
is yes to that.

CASSIDY: Please let us know that. Okay, thank you.

VHA Response: The National Center for Ethics in Health Care has developed
and approved an asynchronous method of obtaining consent. The process
allows the informed consent process to be completed in circumstances when the
patient (or surrogate) and practitioner cannot be physically together but are still
able to directly communicate. For example, the asynchronous signature
capability enables the consent form to be signed at different locations (VAMC,
CBOC) following an informed consent discussion held via telephone or video.
Attached is the Frequently Asked Questions - iMedConsent Asynchronous

National Center for

ETHICS

in Health Care

December 17,2014
Frequently Asked Questions

iMedConsent™ Asynchronous Signature

1. What is iMedConsent™?
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iMedConsent™ is a software package that supports electronic access, completion,
electronically captured signature, and storage of documents, such as informed consent
forms and advance directives. VHA Handbook 1004.05, iMedCONSENT ™ sets forth
procedures related to the use of iMedConsent™.

VHA Handbook 1004.01. Informed Consent for Clinical Treatments and Procedures.
discusses the goals, scope, and key concepts related to patients’ informed consent for
clinical treatments and procedures and the related responsibilities of VHA staff.
Handbook 1004.01 mandates the use of the iMedConsent™ software program to document
the informed consent process, except in specific circumstances.

. What is the relevant patch information in iMedConsent™ that

includes asynchronous signature? (For Clinical Application
Coordinators)

e Patch Name: Nabokov

Patch Number: 3.837.000.035

Release Date: December 5, 2014

Required Installation Date: January 30, 2015

What is asynchronous signature?

The original version of iMedConsent™ did not allow consent forms to be saved in the
patient’s record, without both the practitioner’s and patient’s (or surrogate’s) signature.
This has meant that unless both people are available in the same place at the same time to
sign the signature pad, the informed consent form cannot be completed. The new
asynchronous signature capability allows for the signatures of the practitioner and the
patient (or surrogate) to be obtained at different times and/or locations. Informed consent
forms can be placed on hold, allowing signatures to be obtained separately.

Why was the asynchronous signature capability designed?

The asynchronous signature capability was developed to reflect trends in telehealth, team
care and clinical workflow that recognize informed consent as a process rather than an
event. It was designed to allow more flexibility in the informed consent process and to
make use of available communications technologies. Face-to-face interactions are not

always possible when obtaining informed consent. The asynchronous signature capability
allows for the informed consent process to be completed in circumstances when the
patient (or surrogate) and practitioner cannot physically be together, but are still able to
directly communicate. For example, the asynchronous signature capability enables the
consent form to be signed at different locations (VAMC, CBOC) following an informed
consent discussion held via telephone or video.

How long can a consent form be placed on hold?

Consent forms can be placed on hold for signature in iMedConsent™ for 60 days. This
timeframe was established to make sure that the informed consent discussion and
signatures are close enough in time to reasonably ensure that the patient can remember
the details of the informed consent discussion. Partially signed documents will be
automatically deleted after 60 days if the second signature is not applied.
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6. Does the asynchronous signature capability change the iMedConsent™ process for
obtaining informed consent?
The asynchronous signature capability does not change any processes in the consent
wizards until the user clicks “sign.” After the user clicks “sign,” options are presented for
signature by the practitioner and the patient (or surrogate). The practitioner may sign and
“save” their signature or “skip” their signature. If “skip” signature is selected, a warning
screen will be presented to the user that the signing practitioner must obtain consent from
the patient (or surrogate) before signing the form.

Signature: Practitioner Obtaining Consent

ture: Practiti Obtaining Consent

[ All relevant aspects of the reatment and ts alternatives (including no treatment) have been
[discussed with the patient (or surrogate) in language that s/he could understand. This

fthe patien/surrogate to consent to this treatment
| I have offered the patient (or surrogate) the opportunity o review a printed copy of the
lconsent form

N

Test,Doc (TEST PHYSICIAN)

| st | cloor | _gonce

7. Can I edit the consent form after signing it?
If no signatures are “saved,” users can edit the document. If a single signature has been
“saved,” users cannot edit the document unless the signature is removed. If both
signatures have been “saved,” users cannot edit the document.

8. Is there a risk associated with leaving consent forms partially signed?
Yes. Partially signed or unsigned consent forms are placed on hold for additional
signatures by clicking “Hold for Signature” in iMedConsent™. These documents then
reside in “Documents to Sign” in iMedConsent™ until final signature, or for 60 days,

whichever comes first. Placing documents on hold can be risky because there is the potential for
practitioners to pull up and sign the incorrect consent form. It is important for practitioners to confirm
that the document is the one they wish to sign before actually signing the document.

9. Can aspects of the informed consent process be delegated to PACT members?
Yes. Providers can delegate aspects of the informed consent process to PACT members, as appropriate to
the competency of the team member. Ultimately though, the practitioner is responsible for obtaining
informed consent. Patient education can be conducted by PACT members, but the practitioner MUST be
involved in the informed consent discussion to ensure that the patient understands and voluntarily
accepts the recommended treatment before signing the consent form.

9. Is the following an appropriate workflow for obtaining signature informed consent? The LPN or RN
completes the required education with the patient, builds the consent form and has the patient sign the
C t form. The practiti then signs the consent form. No. As stated in FAQ #8, PACT members,
such as the LPN or RN, can be involved in the informed consent process, but ultimately the provider is
responsible for obtaining informed consent. An appropriate workflow could entail the LPN or RN
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providing patient education and building the consent form, followed by the practitioner having a
conversation with the veteran to answer any remaining questions and ensuring the

patient’s understanding of the treatment. However, in such a workflow, neither the patient nor
practitioner should sign the consent form until these steps have been completed.

Please check for updates to this FAQ document on the National Center for Ethics in Health Care’s
website: http://vaww.ethics.va.gov/activities/policy.asp.

For specific ethics concerns about informed consent, please contact your local Ethics Consultation
Service. For questions regarding this FAQ document, please email vhaethics@va.gov or call 202-
632-8457.

~end~

BLUMENTHAL: VA has provided some national statistics; specifically, that telehealth video
visits have increased by 1132 percent, since February. Rising from about 11,238--thousand--
700 (PH) appointments per week, between February and June 2020. Which is quite
remarkable. Do you have statistics state by state, specifically for Connecticut?

GALPIN: | do not, with me, for this hearing.

BLUMENTHAL: Could you--could you provide them?

GALPIN: |believe we can get those state by state. | believe we can.

VHA Response: Nationally, video telehealth visits to home or an offsite location have
increased by 1,487% between February and July of 2020. The visit numbers for February 2020
and July 2020 are listed by state in the table below along with each state’s percent increase.

Video Telehealth Visits to Home or Offsite Location

:’,:art"et;’:y FEB — FY20 JUL- FY20 % Increase

All 41,425 657,545 1487%
AK 27 882 3167%
AL 941 8,061 757%
AR 173 5,238 2928%
AS 1 48 4700%
AZ 1,161 22,633 1849%
CA 3,569 61,819 1632%
co 754 6,622 778%
cT 247 4,310 1645%
DC 542 4,224 679%
DE 193 2,209 1045%
FL 3,350 91,425 2629%
GA 1,535 30,318 1875%
(c{V] 56 641 1045%
HI 550 4,201 664%
1A 664 4,842 629%
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266 2,173 717%
951 10,373 991%
725 8,174 1027%
254 5,388 2021%
814 7,408 810%
228 5,081 2129%
677 13,832 1943%
542 5,501 915%
293 2,590 784%
1,153 12,974 1025%
616 7,506 1119%
600 12,584 1997%
92 3,724 3948%
143 977 583%
1,031 16,310 1482%
189 1,028 444%
155 2,594 1574%
99 2,589 2515%
432 8,299 1821%
123 3,391 2657%
713 11,751 1548%
1,277 39,650 3005%
1,149 28,189 2353%
304 4,831 1489%
572 8,584 1401%
1,644 18,708 1038%
0 0
64 13,123 20405%
112 4,710 4105%
1,836 25,068 1265%
456 1,809 297%
1,447 13,985 866%
5,309 55,289 941%
1,005 7,704 667%
509 16,656 3172%
0 25

103 1,726 1576%
609 13,644 2140%
780 7,834 904%
282 3,110 1003%
108 1,180 993%

4. BLUMENTHAL: How well is Connecticut doing, the VA in Connecticut is doing, in terms of
telehealth?
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GALPIN: | don't have state-specific information with us today.

VHA Response: The tables below list fiscal year 2019 and 2020 Telehealth activity for the
Connecticut Health Care System.

Connecticut Health Care System (689)

Unique Veterans receiving a portion of their care via Telehealth (Clinical Video, Store and Forward and
Remote Patient Monitoring) from the Connecticut Health Care System and the year over year percent
growth per month.

Oct Nov Dec Jan Feb Mar Apr May Jun Jul

FY19 1,320 | 1,628 | 1,879| 2,170 | 2,438| 2,697| 2,993 | 3,308 | 3,584 | 3,908

FY20 1,373 | 1,757 | 2,074| 2,439| 2,767| 3,606| 4,661 | 5655 | 6,776 | 7,779

% Growth 4.0%| 7.9% | 10.4% | 12.4% | 13.5% | 33.7% | 55.7% | 70.9% | 89.1% | 99.1%

Connecticut Health Care System (689)
Performance Measures/Quality Indicators

Tele1 % -Telehealth Use 14.30%
Percentage of Veterans who received care in VA who received a portion of their
care from telehealth during FY

Tele2 % -Home Telehealth/Remote Patient Monitoring 2.03%
Percentage of Veterans who received care in VA who received a portion of their
care from Home telehealth during FY

Tele3 % -Clinical Video Telehealth 12.11%
Percentage of Veterans who received care in VA who received a portion of their
care from Clinical Video telehealth during FY

Tele4 % -Store & Forward Telehealth 0.80%
Percentage of Veterans who received care in VA who received a portion of their
care from Store and Forward telehealth during FY

Tele9 % -CVT to Offsite Patient 9.96%
Percentage of Veterans who received care in VA who received a portion of their
care from Video to home or 80ffsite Location during FY

Tele1- Telehealth Uniques (cumulative) 7,778
Number of Veterans who receive care in VA who received a portion of their
care from telehealth during FY

Tele2- HT/Remote Patient Monitoring Uniques (cumulative) 1,106
Number of Veterans who received care in VA who received a portion of their
care from Home telehealth during FY

Tele3- CVT Uniques (cumulative) 6,587
Number of Veterans who received care in VA who received a portion of their
care from Clinical Video telehealth during FY

Tele4- SFT Uniques (cumulative) 433
Number of Veterans who received care in VA who received a portion of their
care from Store and Forward telehealth during FY
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Tele9- CVT to Offsite Patient Uniques (cumulative) 5418
Percentage of Veterans who received care in VA who received a portion of their
care from Video to home or Offsite Location during FY
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VHA Response: Nationally, video telehealth visits to home or an offsite location have
increased by 1,487% between February and July of 2020. The visit numbers for February 2020
and July 2020 are listed by state in the table below along with each state’s percent increase.

Video Telehealth Visits to Home or Offsite Location

it:r:iet::y FEB — FY20 JUL-FY20 % Increase
All 41,425 657,545 1487%
AK 27 882 3167%
AL 941 8,061 757%
AR 173 5,238 2928%
AS 1 48 4700%
AZ 1,161 22,633 1849%
CA 3,569 61,819 1632%
co 754 6,622 778%
CcT 247 4,310 1645%
DC 542 4,224 679%
DE 193 2,209 1045%
FL 3,350 91,425 2629%
GA 1,535 30,318 1875%
56 641 1045%
550 4,201 664%
664 4,842 629%
266 2,173 717%
951 10,373 991%
725 8,174 1027%
254 5,388 2021%
814 7,408 810%
228 5,081 2129%
677 13,832 1943%
542 5,501 915%
293 2,590 784%
1,153 12,974 1025%
616 7,506 1119%
600 12,584 1997%
92 3,724 3948%
143 977 583%
1,031 16,310 1482%
189 1,028 444%
155 2,594 1574%
99 2,589 2515%
432 8,299 1821%
123 3,391 2657%
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713 11,751 1548%
1,277 39,650 3005%
1,149 28,189 2353%

304 4,831 1489%

572 8,584 1401%
1,644 18,708 1038%

0 0
64 13,123 20405%

112 4,710 4105%
1,836 25,068 1265%

456 1,809 297%
1,447 13,985 866%
5,309 55,289 941%
1,005 7,704 667%

509 16,656 3172%

0 25

103 1,726 1576%

609 13,644 2140%

780 7,834 904%

282 3,110 1003%

108 1,180 993%

4. BLUMENTHAL: How well is Connecticut doing, the VA in Connecticut is doing, in terms of
telehealth?
GALPIN: | don't have state-specific information with us today.
VHA Response: The tables below list fiscal year 2019 and 2020 Telehealth activity for the
Connecticut Health Care System.

Connecticut Health Care System (689)

Unique Veterans receiving a portion of their care via Telehealth (Clinical Video, Store and Forward and
Remote Patient Monitoring) from the Connecticut Health Care System and the year over year percent
growth per month.

Oct Nov | Dec Jan Feb Mar Apr May Jun Jul
FY19 1,320 | 1,628 1,879 | 2,170 2,438 | 2,697 | 2,993 | 3,308 3,584 | 3,908
FY20 1,373 | 1,757 2,074 | 2,439 2,767 | 3,606| 4,661 | 5,655 6,776 | 7,779

% Growth 4.0% | 7.9% | 10.4% | 12.4% | 13.5% | 33.7% | 55.7% | 70.9% | 89.1% | 99.1%

Connecticut Health Care System (689)
Performance Measures/Quality Indicators

Tele1 % -Telehealth Use 14.30%
Percentage of Veterans who received care in VA who received a portion of their
care from telehealth during FY
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Tele2 % -Home Telehealth/Remote Patient Monitoring
Percentage of Veterans who received care in VA who received a portion of their
care from Home telehealth during FY

2.03%

Tele3 % -Clinical Video Telehealth
Percentage of Veterans who received care in VA who received a portion of their
care from Clinical Video telehealth during FY

12.11%

Tele4 % -Store & Forward Telehealth
Percentage of Veterans who received care in VA who received a portion of their
care from Store and Forward telehealth during FY

0.80%

Tele9 % -CVT to Offsite Patient
Percentage of Veterans who received care in VA who received a portion of their
care from Video to home or 8Offsite Location during FY

9.96%

Tele1- Telehealth Uniques (cumulative)
Number of Veterans who receive care in VA who received a portion of their
care from telehealth during FY

7,778

Tele2- HT/Remote Patient Monitoring Uniques (cumulative)
Number of Veterans who received care in VA who received a portion of their
care from Home telehealth during FY

1,106

Tele3- CVT Uniques (cumulative)
Number of Veterans who received care in VA who received a portion of their
care from Clinical Video telehealth during FY

6,587

Tele4- SFT Uniques (cumulative)
Number of Veterans who received care in VA who received a portion of their
care from Store and Forward telehealth during FY

433

Tele9- CVT to Offsite Patient Uniques (cumulative)
Percentage of Veterans who received care in VA who received a portion of their
care from Video to home or Offsite Location during FY

5418
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